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Preface 


This issue of JOURNAL OF SOCIAL IssuEs is an outstanding contribution to 
the library, the thinking, and the action of social psychologists and clinical 
psychologists; of those educators and social welfare practitioners who work pro- 
fessionally with groups of physically disabled; of every citizen who accepts the 
responsibility for interacting intelligently with fellow citizens who have some 
disability; and of those with some physical disability who wish to gain per- 
spective and insight through careful analysis of that large population to which 
they “belong”. Editor Lee Meyerson and his collaborators give us a varied but 
focused picture of the state of theoretical comprehension, and directions of 
research, and the nature of the action issues in this important area of human 
affairs. No reader can feel unrelated to the problems which are discussed. If 
he is a social scientist he will feel challenged by the research needs which are 
revealed. If he is a citizen-leader he will feel challenged by the social needs 
which are revealed. As human beings all will be challenged by the responsi- 
bilities and opportunities for more intelligent social interaction in the course of 
everyday living. 

= + + -* 

This is the final number in JoURNAL OF SociAL IssuE’s fourth and most 
productive year of life. Every issue has been the product of careful planning 
and collaboration by a team of social scientists. There has been a higher 
standard of integration of material and clarity of communication than in previous 
-volumes. There has also been a more appreciative recognition from many 
sources that this effort of social scientists to communicate their findings and 
interpretations is worthwhile. Will you collaborate by ensuring that a wider 
circle of colleagues and citizen-leaders become acquainted with this service during 
the coming year. Your first step of action can begin with the last page of this 
issue. 

RONALD LipPIrt, 
General Editor 
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Physical Disability as a Social Psychological Problem 


LEE MEYERSON* 


There is general agreement in the literature on physical disability that the 
major problems of the handicapped are not physical but social and psycholo- 
gical. However, while speculative theories, folklore and opinion are plentiful 
in this field, scientific research in the social psychological aspects of disability 
has been meager; and theories having operational and conceptual clarity with 
which to order and explain commonly observed behavioral phenomena have 
been lacking. It is easy to find medical, educational, sociological, vocational 
and mental hygiene discussions of the problem, but only recently have at- 
tempts been made to treat variations in physique systematically and to integrate 
this problem more adequately into the established field of social psychology?. 

It is the purpose of this issue to attempt to bring physical disability out of 
its customary limited area concerned with specific ways of helping the handi- 
capped to a more central position in psychology as an area that can contribute 
to the solution of some basic psychological problems. We are interested, of 
course, in practical social implications, but we hope also to indicate the accesi- 
bility and importance of physical disability for the solution of some key problems 
in psychological theory; personality, clinical, abnormal, and social psychology’. 

The 26,000,000 physically handicapped individuals in our population 
and the 350,000 civilians who join the ranks of this group yearly indicate that 
an atypical physique constitutes a social problem of vast magnitude. If 
physique, as Allport* has pointed out, is one of the three principle raw mate- 
rials of personality, it is obvious that disability is also a psychological problem. 


*The editor is deeply indebted to Dr. Roger G. Barker for assistance in the early planning 
of this issue and for his understanding of this problem. 


1Recent scientific journals that have devoted an entire issue to the problem of disability 
include: The Nervous Child, 7, 1948; Review of Educational Pathol 9 17, 1947; and The 
Annals of American Academy of Political and Social Science, 239, 1945. This issue, 
however, is the first to be concerned with social psychological aspects. 

2Barker, R. G., Wright, Beatrice A., and Gonick, Mollie. Adjustment to Physical Handi- 
cap and Illness. New York: Social Science Council. Bulletin 55, 1946. 

Dembo, Tamara; Laudieu, Gloria; and Wright, Beatrice A. Social Psychological Re- 
habitation of the Physically Handicapped. Office of the Surgeon General, War Department, 
1948. (mimeographed) 

8In abnormal psychology, for example, it is widely assumed that living under conditions 
of frustration, conflict, insecurity and dependence has great significance for personality de- 
velopment, but the fact that many severely disabled persons live for long periods of time 
under such conditions and present practically an experimental approach to the study of 
personality and adjustment appears to have been largely neglected. 

4Allport, G. Personality. New York: Henry Holt, 1937. 
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If normal variations in physique such as being strong or weak, tall or short, 
handsome or ugly, are important factors in personality formation, clearly, the 


pathological variations known as physical disability are likely to be even more 
potent. 


Social Classification by Physique ; 

Number and clinical significance together, nevertheless, would not create 
a social psychological problem. The problem arises from the fact that physi- 
que, like age, sex and race, is one of the criteria for social classification. 

The movies and comics, for example, learned early that one of the 
easiest ways to characterize an adult as a villain was to cripple him. On a 
more sophisticated level, Time magazine, which cuts thousands of words from 
each issue, recognizes the significance attached to physique by consistently 
printing the physical characteristics of persons in the news®. In professional 
publications, it is difficult to find a clinical report that does not describe 
physique, and findings that “Physical attractiveness seems to be the basic deter- 
minant, not only of campus success, but also of the self-conception which 
these youngsters derive of themselves through social interaction,”* are not 
uncommon, 

The attitude of society toward atypical physique has varied from the 
Greek view of “A sound mind in a-sound body” with its negative implication 
of crooked body, crooked mind, crooked personality, to the widely held “over- 
compensation” theory which states that the adjustment process necessary to 
come to terms with life after severe illness or physical misfortune makes a 
person superior and capable of achievements that otherwise might have been 
far beyond his grasp. 

Similar variation is found in religious doctrine, from the Old Testament 
conception of disability as punishment for sin to the New Testament view of 
salvation thru suffering. 

We have not resolved this conflict. In World War I, Americans were 
asked to believe that the withered arm of the Kaiser was responsible for the 
quest for power that led to war, and Goebbels, the late Propaganda Minister 
of Germany, was repeatedly “explained” in terms of his club foot. On the 
other hand, Edison has been “explained” in terms of his deafness and Franklin 
Roosevelt, it is said, became great thru polio. 

The sources of these attitudes and their behavioral correlates present in- 


5The following is typical. “Dr. Wong is not physically impressive: He is under 5 ft. and 
weighs 90-odd pounds, and his homely face is scarred from an auto smash up. . . .” Time, 
June 7, 1948. 

8Loomis, S. D. and Green, A. W. The Pattern of Mental Conflict in a Typical State 
University. Journal of Abnormal and Social Psychology, 1947, 42, p. 344. 
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teresting problems which we cannot consider here. It seems clear, however, 
that physical disability may have positive, negative or neutral meanings, and 
it is with these meanings that we shall be concerned. 

What is a physical disability? There is evidence in this issue that we can- 
not make very much progress in understanding the problem if we consider it 
only from a physical standpoint. A physical disability is not necessarily some- 
thing that is physically imposed, recognized as physically caused, or manifested 
physically or physiologically; nor is it a malformation or malfunction’. A 
physical disability is simply a variation in physique upon which, ordinarily, we 
place a highly negative value. The potency or power of a given variation in 
physique to affect the behavior of a man who lives in a coal mining town may 
differ from its potency for a woman who lives in Hollywood. The variations in 
physique called physical disabilities, however, consistently carry negative values. 

We can consider these negative values in three ways: 1) As negative 
values imposed by society, 2) As negative values imposed by the person upon 
himself, and 3) As negative values imposed by the atypical physique. 

1. The negative values imposed by society, even for minor variations, 
are obvious. The newspapers and magazines are full of advertisements on 
how to become taller (by wearing special shoes), slimmer (by diet, drugs, 
and mechanical apparatus), or more feminine (thru hormones or curious 
articles of clothing causing “‘inflation”). For more extreme deviations, society 
tends to impose positive restrictions. A child with impaired vision, hearing, 
ambulation or certain chronic diseases, in many states, is not permitted to at- 
tend the regular schools, but is either exempt from compulsory attendance laws 
or must attend classes that are specially set aside for him. Moreover, ordi- 
narily, he may be taught only by teachers who are physically normal. When 
he grows up, he may not serve in his nation’s armed forces; and his difficulty 
in finding employment is so great that each year we must conduct a ‘‘National 
Employ the Handicapped Week’ so that even relatively small numbers of 
persons like him may enjoy the right to work®. Social distance in more per- 


7For example, a person who loses his memory for recent events as a result of lobotomy is 
not considered physically handicapped; the “cause” of a disability may vary from “‘sorcery’’ 
to “God wanted it’; and variations considered malformations in our culture may be highly 
valued in others, e.g. elongation of the neck cultivated by some primitive societies. 

8Such discrimination is exercised even against war veterans with “honorable” disabilities. 
There is evidence that this is not due to inability to perform efficient, productive work, but 
rather to the resistance of persons whose physiques are normal to admit atypical persons to 
social participation. There appears to be a negative halo effect by which disability in one 
area spreads to include all areas. The president of the Blinded War Veterans once re- 
marked: “‘It is easy to be a well-adjusted blind person so far as society is concerned. All that 
is necessary is, (1) to be able to blow one’s own nose without assistance, and (2) to refrain 
from showing suicidal tendencies in public.” The “inspirational” literature that appears in 
Sunday supplements and popular magazines appears to confirm this view. 
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sonal areas is equally great. In one study of 50 college students? 65 per cent 
said they would not marry, and 50 per cent would not even date a person of the 
opposite sex who had an amputated leg. In the same group, 85 per cent would 
not marry and 72 percent would not date a deaf person. The existence of 
such low tolerance for differences indicates strongly that the problem of ad- 
justment to disability is not simply a problem for the disabled themselves but 
is equally a problem for physically normal individuals. 

2. The negative values imposed by the atypical person upon himself ap- 
pear to stem, in part, from the regard in which he is held by his culture. As 
Lewin’? has pointed out, “Minority groups tend to accept the implicit judgment 
of those who have status even where the judgment is directed against them- 
selves.” This is as true of the disabled minority as it is of racial and cultural 
minorities. Self-devaluation is intensified, moreover, by the fact that the great 
bulk of this minority group originally had majority status and held the majority 
judgment, so that they devalue themselves with their own previously formed . 
attitudes. Where these attitudes persist, the physical handicap tends to become 
an emotional handicap and the atypical person is not simply handicapped in 
some areas, but becomes “handicapped all over.” 

3. The negative values of the disability itself may be conceived to arise 
from inability to reach simple, universally achieved goals. The deaf person 
does not feel inferior because he cannot appreciate good music, but because 
he cannot communicate easily. The blind person does not experience failure 
because pictorial art is missing from his life, but because he has great difficulty 
| in the simple task, hardly attended to by the majority, of moving from one 
place to another. Since communication and locomotion are usually daily, in- 
escapable needs, the blind person and the deaf person tend to have failure 
piled upon failure until aspiration in these areas is lowered to more realistic 
levels and adjustment occurs, or the thought “‘I failed n-times’” becomes “I am 
a failure”, and a variety of socially unacceptable behaviors may result. A simi- 
lar analysis could be made for other types of disability. 

In this respect, disability varies somewhat from the usual minority situa- 
tion. There is nothing in skin color, religion or sex that imposes intrinsic 
limitations. A Negro’s color doesn’t affect his intellectual ability; a woman 
refused a job in an occupation populated by men can externalize her frustration. 
The barriers to the desired goal are conceivably permeable. On the other 











®Meyerson, L. Unpublished research. On general inquiries like this, as in superficial 
acquaintance, physically normal persons tend to sce only a disability rather than a person 
with a disability. This stereotyping appears to be what semanticists call a “signal reaction.” 

10Lewin, K. Action Research and Minority Problems, Journal of Social Issues, 2, p. 44, 
1946. 














hand, there is an intrinsic limitation in a severe disability. There is often in- 
ternalized failure as well as externalized frustration. New mechanical aids 
and operations may, in the future, make the disability barrier permeable for 
some, but it should be recognized that the barrier in disability tends to sur- 
round the person rather than the goals. 

The negative values that arise because a disabled person is really inferior 
in some areas is not strictly a social-psychological problem. It becomes so be- 
cause the disabled person, in order to reach a goual, often must ask for help 
or tolerance. In doing this he is forced to expose personal areas of his life 
space and accept from others the lower status, dependence, sympathy, pity and 
curiosity that acceptance of help often implies1. 


Implications 


That all but one of the negative values of disability have their sources in 
social psychological situations carries two important implications: 

1) The problem of adjustment to physical disability is, in large part, a 
problem in creating favorable social-psychological situations. 

2) The problem of adjustment to physical disability is as much or more 
a problem of the non-handicapped majority as it is of the disabled minority. 


Aims of the Issue 


In addition to the desire to call attention of social psychologists to some of 
the neglected facets and unworked areas of the problem of disability, the speci- 
fic aims of the issue were conceived to be these: 1) To present some system- 
atic, testable theories of disability, 2) To suggest useful methodology, and 
3) to derive practical social implications. 

The first aim was especially stressed, for theory is in a most elementary 
condition in this field. Workers for the handicapped who must deal with im- 
mediate specific problems tend to shy away from it. Even though much of 
their work is done “by guess and by gosh”, theory is considered an imprac- 
tical luxury that has little to contribute to practical workers. 

It needs to be said again and again that there is nothing so practical as a 
good theory. As several papers in this issue demonstrate, from a good theory 
testing methodology and practical social implications for action can be derived 
almost immediately. 

Perhaps one reason why so much research in disability is of a trivial, 
molecular nature on the level of personality inventories, and so many conclu- 


1lHelp may have positive values also. For a detailed analysis, see, Ladieu, Gloria; 
Hanfmann, Eugenia; and Dembo, Tamara. Evaluation of Help by the Injured. Journal of 
Abnormal and Social Psychology, 1947, 42, 169-192. 


6 























sions are stated in terms of common stereotypes, is the lack of a guiding theory 
to indicate meaningful questions clearly and define them precisely. Other 
reasons, perhaps, are confusion between clinical and social phenomena, the dif- 
ficulty in distinguishing between phenotypic and genotypic behavior, and con- 
fusion as to the nature of a scientific explanation. 

Many writers on this subject have something to say about the either-or 
process of aggression or withdrawal, but it is not always recognized that these 
apparently different reactions may be phenotypic and simply functions of geno- 
typic insecurity and conflict. 

Similarly, most of the current explanations in this field are on an Aristo- 
telian level of scientific thinking. We say a person is suspicious “because” he 
is deaf; or apathetic ‘‘because” he is blind. This process is similar to the verbal 
shorthand used when we say a person limps “because” he had osteomyelitis. If 
physicians relied wholly on historical explanations, however, without being able 
to trace pathology to bones, muscles and nerves; medicine would be in the 
same unfortunate position as a psychology that “explains” in terms of the es- 
sential nature of a disability without tracing the dynamic forces of needs, bar- 
riers and goals. It is significant that because they know the physical forces 
acting, physicians can predict the locomotor behavior of a polio victim, but psy- 
chologists, at the present time, not only cannot predict if a person will adjust 
to disability but cannot explain why some people are able to make a satisfactory 
adjustment while others are not. To say that “it all depends upon the person” 
is neither helpful nor accurate. Eventually we must achieve the same type of 
dynamic explanation that is common in medicine and physics'2, Some progress 
has been made in this direction as some of the following articles indicate. 


Plan of the Issue 


In the section on Cultural Orientation, the Hanks’ present the first sys- 
tematic anthropological treatment of physical disability to appear in the litera- 
ture. They show that physical disability per se is neutral and indicate the wide 
variety of status positions that are possible for the disabled. Von Hentig fol- 
lows this with a sociological discussion of the great number of social roles 
that physically handicapped persons have played in our own times and our own 
culture. He also suggests an unusual way of reducing social distance. These 
papers should be valuable in countering ethnocentrism. 


12The contrast is striking. We should laugh at a physicist who said that objects fall 
“because” they are heavy and be amused at an engineer who said he couldn't specify under 
what physical conditions an automobile would move because there are so many different 
kinds and types of automobiles and each must be considered individually. Yet, most of our 
explanations of physical disability are of this type. 
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In the theoretical section, the contributions are on different levels. Barker 
draws a clear parallel between the psychological situations of the handicapped 
and of other minority groups. This important concept, that individuals who 
differ physically from the majority of people around them have the status of 
minority group members and as such are subject to the dynamics that hold for 
any minority group, appears to have great possibilities. Barker has conceived 
one of the few psychologically sophisticated theories of disability. With it he 
is able not only to predict behavior, but to state the conditions under which it 
will occur. Needs, goals, boundaries, and the path to the goal are explicitly 
stated. 

Professor Dreikurs in his discussion of the Adlerian theory contributes a 
valuable clarification of what is probably the most frequently quoted explana- 
tion of the psychological resultants of physical disability. That there has been 
so much misunderstanding of this theory indicates, perhaps, that Adler’s con- 
cepts of “organ inferiority’ and “compensation” would benefit by more rig- 
orous definition. 

It is the editor's impression Dr. Dreikurs is saying that Individual Psy- 
chology is not a theory of disability but a clinical technique. If this is true, 
it should be a caution to investigators that in the future they may not legiti- 
mately use Adlerian terminology and simply point to Adler with the implica- 
tion that he defined his terms. Concepts that are not testable, do not specify 
the forces acting, and cannot predict, may be immediately useful in clinical 
situations, but they do not satisfy the criteria for a good theory. Dr. Dreikurs?® 
is not in agreement. He says, “I agree with you that Adler was more con- 
cerned with technique rather than with a theory. However there is a theory 
of disability behind this technique. And this theory is the emphasis of the 
ambivalent significance of all deficiencies leading to a variety of and often con- 
tradictory end results.” Regardless of which viewpoint is accepted, Professor 
Dreikurs in clarifying some of the confusion has performed a valuable service. 

Ladieu, Adler and Dembo offer some findings from their larger project, 
“The Social Psychological Rehabilitation of the Physically Handicapped”?* It 
seems clear from their discussion that social acceptance is not the simple “‘either- 
or” phenomenon it is often considered, but its variables can be clearly defined 
and systematically structured. 


13Personal communication to the editor. 

14Their final report, ““Adjustment to Misfortune—A study in social-emotional relationships 
between injured and non-injured people” is available in mimeographed form before publica- 
tion on interlibrary loan from Stanford University. They conclude that the relationship, to 
consider someone unfortunate, and to be considered unfortunate is basic to the understanding 
of the social-emotional problems of the visibly injured. Their outline of the structure of 
misfortune, sympathy and acceptance of loss and the relation of these factors to the problems 
of adjustment, emotion and social-emotional relationships is an important contribution. 
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In the remaining papers, Cutsforth outlines a clinically oriented point of 
view that will appear in the National Academy of Science volume ‘Blindness 
in the Modern World,” while Meyerson presents a methodological approach 
to disability that has theoretical implications. Cutsforth’s analysis of how in- 
trapunitive attitudes are formed, and his suggestion that compensation may 
have negative values are important, but rarely considered, ideas. 

The section on specific problems overlaps somewhat with the preceeding 
one, but the papers are not so broadly theoretical. McAndrew suggests that 
rigidity in the disabled is a function of isolation; Cruickshank calls attention 
to a major difference between the handicapped and other minority groups by 
showing the intrinsic limitations of a disability. 

Bender and Silver's discussion of the body image problem, to be fully ap- 
preciated, should be considered against the background of Schilder’s mono- 
gtaph’® which outlines how body structure can change without a corresponding 
change in body image, and Benders work'® which considers the behavioral 
results of this sort of discrepancy in terms of the thwarting of social, vocational 
and hetrosexual behavior which occurs when the distorted body structure is 
unable to function in accordance with the body image. 

Cain’s contribution outlines the social responsibility of the school to the 
disabled child, while Brown suggests a technique for clinical treatment. 

The papers on employment were intended to occupy a larger position in 
this issue than they do. There is general agreement that employment is one 
of the key ways in which the underprivileged, marginal status of the physically 
disabled person can be reduced, but workers in England and in the United 
States have approached the problem in different ways. The symposium on this 
topic was originally planned to include contributions from vocational rehabili- 
tation people and non-governmental workers both in the United States and 
England, but unfortunately several contributors were unable to meet the dead- 
line. 

Rusk and Taylor, however, present clearly and concisely one view of the 
employment problem which appears to be held by many rehabilitation people 
in this country. It should be compared with Barker's comments on the same 
problem and with Meyerson’s suggestion for compromise. 

The editor is keenly aware that there are a great many aspects of disabil- 
ity that have not been touched upon in this issue. Nothing is included, for 


15Schilder, P. F. The Image and Appearance of the Human Body. London: Kegan Paul, 
1935. 


16Bender, Lauretta. Psychoses Associated with Somatic Disease that Distort the Body 
Structure. Archives of Neurology and Psychiatry, 1934, 32, 1000-1029. 
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example, on the problems of institutional adjustment, the disabled aged, chronic 
illness, social stratification influences, or psycho-sexual development. It is 
hoped that data on these aspects will be available later. For the present, to 
the extent that this issue succeeds in indicating the extent and limits of our 
knowledge about physical disability and in bringing the problem to a more 
central position in psychology, it will have fulfilled its function. 




















The Physically Handicapped in Certain 
Non-Occidental Societies 


JANE R. and L. M. HANKS, Jr. 


A class of persons grouped together under the term “physically handi- 
capped” is at best difficult to treat as ethnological data. Here for us is a category 
of persons with social liabilities peculiar to the conditions of our society. It 
represents no logical or medical class of symptoms. For example, carrot-colored 
hair is a physical feature and a handicap in certain social stations, but a person 
with this characteristic is not included in the class. Nor is the symptom itself the 
only criterion, for though the person afflicted with infantile paralysis may limp 
as a result of the disease and be deemed handicapped, yet the person with an 
ill-fitting shoe or a boil on his foot who also limps will be excluded. 


When one introduces the concepts of other cultures than our own, confusion 
is multiplied. Even assuming the existence of such a class in other societies, 
its content varies. The disfiguring scar in Dallas becomes an honorific mark in 
Dahomey. On the other hand a search for symptoms common to all societies, 
e.g. deafness or blindness, is frustrated by lack of data. Nor is such a universal 


criterion as loss of physiological function satisfactory in this dilemma, if one 
recalls the binding of feet in China. 


Appeal to etiological factors in distinguishing the class runs into two diffi- 
culties. First, within our own society physical causation is insufficient and must 
be distinguished from mental or functional types of causes in the production of 
“physical handicaps”. Hysteria may produce facsimiles of many such disorders. 
Second, in other societies the symptom and its treatment may not be so great a 
concern as other attendant circumstances. For us a man injured by falling from 
a tree is a medical case and is so treated, but elsewhere the injury is taken for 
granted and the concern is why the branch broke or why this sure-footed climber 
fell on this occasion. The term “accident” fails to satisfy, and sorcery or magic 
may be invoked as explanations. Hence the symptoms may be categorized under 
such headings as “loss of power” or “attack by malignant spirits.” 


Our task, nevertheless, remains to describe the social status accorded the 
physical handicapped in various foreign cultures. To give coherence to our 
undertaking, we shall concentrate on persons with symptoms which are recog- 
nized as physical handicaps in our own society. In short we shall consider the 
malformed and malfunctioning persons with non-contagious symptoms which 
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are both congenital and acquired. As a class this is at best loose and difficult to 
handle. 


What social position is accorded in other societies those whom we consider 
physically handicapped? Their positions are as varied as any normal group. 
The gamut runs from ruler to outcaste, from warrior to priest, from infant to 
aged. Crowfoot, chief of the Blackfoot in 1877, was lame as a result of injury 
to his knee in battle. Frazer describes an outcaste among the sixth century Greeks 
before our era: 

When a city suffered from plague, famine or other public calamity, an ugly or 
deformed person was chosen to take upon himself all the evils which afflicted the 
community. He was brought to a suitable place, where dried figs, a barley loaf, and 
cheese were put into his hand. These he ate. Then he was beaten seven times upon 
his genital organs with squills and branches of the wild fig and other wild trees, 
while the flutes played a particular tune. Afterwards he was burned on a pyre of 
wood of forest trees; and his ashes were cast into the sea.1 

Among the Plains Indians of North America the declining warriors entered a 
final battle in order to be killed. Holy men of India blind themselves by staring 
at the sun. The medieval term “‘innocents” was at certain times applied not only 
to children but to the amented and epileptic. Such variety need scarcely be 
expanded. 


If the social status of the “physically handicapped” is as complex as this 
suggests, a brief analysis is out of the question. The background concomitants 
will be even more complex and varied than the social positions themselves. 
Accordingly we have chosen merely to show five variations and emphasize in 
considering them only certain determinants. 

The variations are: 1), pariah, 2) economic liability, 3) tolerant utilization, 
4) limited participation, and 5) laissez-faire. 


The determinants to be considered are two: 1) Definition of the obliga- 
tions and rights of the group to the afflicted. All societies have allocated to 
various subdivisions of the whole some obligation, usually unverbalized, to 
protect the members of the group. This obligation may change in the case of 
physical disability to one of its members. The change in nature of the obligations 
and the question of authority to make this change in treatment of the individual 
will be found to vary from culture to culture. 2) Definition of the meaning 
of the symptom. Though to us the symptom called a physical handicap may 
only concern group welfare in esthetic or financial ways, other groups regard 
the same symptom as requiring religious, magical, medical, legal or other 
counter-measure. These two determinants will be studied as they relate to the 
participation of the physically handicapped in his society. 


1 Frazer, Sir J. G., The Scapegoat. Macmillan, New York, 1935, p. 255. 


12 























The determinants are, of course, contingent upon many other factors in 
the culture. The type of economy is a factor with its varying productive units, 
need for manpower, amount of surplus and its mode of distribution. The social 
structure is important, whether egalitarian or hierarchical, how it defines achieve- 
ment, how it values age and sex. To these may be added the Weltanschauung, 
the position of the group in relation to its neighbors, the esthetic canons and 
many more functionally related factors. 


Status Variations 

1. Pariah: This status is the result of being denied all claims to succor by 
the protective group and being deemed a threat to the group itself. The practice 
seems most frequent in India, and it is unfortunate that little detailed knowledge 
exists to show the structure of family obligations within various caste groupings. 
Observers agree on a patriarchal organization of authority and obedient respect 
for the father in return for his assistance and protection may be inferred. As 
in the Trobriand Islands, the family is continuously on its guard to maintain its 
position by subordinating those of lower caste and acting with dutiful submission 
toward those in upper castes. Within the caste, status is preserved by proper 
observance of marriage customs, regulations concerning food and worship and 
the ceremonies of social intercourse. . 

Somie of the acts and conditions that threaten caste status may be inferred 
in the following code for a wife: 


Be her husband deformed, aged, infirm, offensive in his manners; let him also 
be choleric, debauched, immoral, a drunkard, a gambler; let him frequent places of 
ill repute, live in open sin with other women, have no affection whatever for his 
home; let him rave like a lunatic; let him live without honour; let him be blind, 
deaf, dumb or crippled, in a word, let his defects be what they may, let his wicked- 
ness be what it may, a wife should always look upon him as her god, should lavish 
on him all her attention and care, paying no heed whatsoever to his character and 
giving no cause whatsoever for displeasure . . .2 


Here physical handicap appears to be a liability that may result in being denied 
protection by one’s family, though protection by one’s wife is demanded. 

That such physical handicaps constitute a threat to the family may be 
inferreu by appeal to the Hindu concepts of dharma and contamination. Briefly, 
dharma is a theological doctrine which justifies an existing personal condition 
or social status as the inevitable result of past behavior. In previous incarnations 
the individual is presumed to have behaved in such a way as to raise or lower 
his social status for the next incarnation. Persons with defects or low social 


2An excerpt from the Padmapurana quoted by Mayo, K., Mother India, Harcourt 


Brace, New York, 1927, p. 73. 
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status have thus brought this result on themselves, and great sympathy for them 
is out-of-place among strict followers of the faith. In addition, to associate, 
except in a prescribed manner, with persons of low status is in itself a source 
of danger by contamination. 


Physical handicaps may appear thus to be the inevitable result of the 
previous conduct of the individual and source of contamination for the pro- 
tective group. Complete rejection rather than mere demotion to a lower caste 
is the consequence. The attitude toward these pariahs in practice is ambivalent, 
for though contaminated, these persons ate proper objects of charity, an act of 
virtue which will help move the giver out of the cycle of life and death. 


The available descriptions of pariahs are superficial, but the presence of 
physically handicapped persons is often acknowledged. Oman describes a group 
of non-religious beggars: 

Next among the Indian mendicants may be considered the great army of regular beggars 

who do not belong to any professedly religious sects, and in this class are to be 

found a great many Brahmans who are too proud to do any kind of work and 
accordingly gain an honourable subsistence by begging. Into this class also fall the 
poor and the weak who are everywhere and always with us; poverty-stricken India 
having more than a full share of paupers whom the needs of flesh, physical infirmities 
and advancing years drive to mendacity. Then we have also in this class the born 
vagabonds, who cannot but live on the road, and the ordinary flotsam and jetsam of 
a population which numbers one-fifth of the human race.3 


Despite the bias of the observer, there appear to be in this group of beggars 
persons we might categorize as able and disable, culpable and innocent, ne’er-do- 
wells and unfortunates. 

These pariahs are, it appears, an amorphous group stemming from all 
castes with the sole trait in common that they have been rejected. In our terms 
the causes for rejection vary from moral to physical grounds. To sustain life 
they often form groups and may contribute to the total economy in occupations 
such as scavenger, tanner and executioner which are deemed unclean by the 
majority. Others turn thief, robber or beggar, parasites on the body of society. 
Marrying and producing children, adopting their own codes of conduct, they 
become endogamous occupational sub-groups in the mosaic of Indian society. 

The writers observed in Delhi a group of beggars and their children; all 
were deformed in their limbs and had to drag themselves along the street. An 
American resident maintained that they represented a sub-caste of beggars who 
systematically deformed their children to fit them for their occupation. Inde- 
pendent validation of this as a fact could not be achieved. 


3 Oman, J.C. Cults, Customs and Superstitions of India, Jacobs, Philadelphia, 1908, 
second edition, p. 232. 
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Here is a complex civilization with high technological development and 
specialization of labor with a population that exceeds its present production. 
The social organization developing from its past is a mosaic of mutually rejecting 
groups which, however, recognize a semi-hierarchical organization, and co- 
operate to the extent required to run a large country. The result is a society 
where a few are well provided for, and the remainder must scramble for the 
morsels, a system which is justified by theology. The pariah status for the handi- 
capped is an easy concomitant of such a system. 


Somewhat similar resultants have occurred in Arabia with respect to the 
group called fellahin. Theit economic lot makes in certain cases for a high 
incidence of physical infirmity and a status which is phenotypically similar to 
the pariahs of India.‘ 


2. Economic liability. This status is illustrated by the following case: A 
domestic altercation between a Greenland Eskimo and one of his wives took 
place, and during the ensuing scuffle a blazing wick accidentally fell on a seal 
bladder filled with gun powder. The explosion severely burned all in the house. 
People ran to help, and immediately moved the group to adequate shelter. The 
badly burned wife was simply left behind. Rasmussen continues the story: 


Her husband, whom they managed to get down to Nunagsuks, had a fine death. 
When they brought him there he lay in the bottom of the umiaq with a few skins 
thrown over his burnt body. He suffered agonies and could hardly speak; you had 
to put your ear close to his mouth. 

He lay in the house for a few days groaning with pain. 

But he grew tired of it at last and told his wives to take him down to the sea.... 

They say that as he sat crouched in a heap on the rock there and looked down 
at the breaking waves, he hesitated a moment. When his wives saw it, they pro- 
posed to take him back to the house again. They would liked to have kept him as 
a husband; he was such a good hunter. 

“No, I shall never be a man again!” he said, and flung himself into the sea.5 


In this case the protective group was the family. The accident was viewed 
purely in its relationship to survival; being burned per se was socially neutral. 
Since the injured wife could be replaced with one of the other wives, it was 
relatively easy to abandon her. The decision to do so seemed so automatic that 
it was scarcely a decision at all. For the husband the case was different. There 
was a chance for his survival that had to be magnified. As an invalid he was 
of course an economic liability, but recovered, he might again become a good 
provider. The protective obligations of his wives continued, but alternative 
measures were possible at the initiative of the man. When he felt recovery 


4See Helfritz, H., Land Without Shade. Macbride, New York, 1936, p. 41. 
5 Rasmussen, K ., People of the Polar North, Lippincott, Philadelphia, 1908, pp. 294-5. 


15 











impossible, he considered himself a liability and committed suicide. It seems 
probable that the wives also might have made this decision, had the man re- 
mained incapacitated. 


Contributing to this type of disposition is the narrow margin of surplus 
among the Eskimo, where the cooperating group is small and individual acumen 
is emphasized. The congenitally defective are precluded by a high instance of 
infanticide, and the main social problem in this connection is an acquired handi- 
cap such as old age or blindness. Here protective obligations of the family are 
continued until the afflicted person is deemed by himself or his group an eco- 
nomic liability. 

One should not be mislead by the simplicity of the economic factors in this 
case. The Australians too had a slim margin of surplus, practised infanticide 
but seem not to have disposed of the physically handicapped in this way. 
Certainly in Australia age was such a mark of authority as to make this action 
difficult. The Paiute of the Great Basin of North America, who had an almost 
equally precarious margin of existence, neither practised infanticide nor aban- 
doned their disabled. 

3. Tolerant utilization. This role for the physically handicapped is illus- 
trated by the Northern Blackfoot of the North American Plains. In case of 
affliction, either congenital or acquired, the protective obligations of the family 
were increased. In return the handicapped person was expected to contribute 
to the group insofar as he was able. The writer observed a deaf and dumb boy 
who was given various minor jobs such as caring for the horses or fetching wood. 
Similarly the helplessly aged or the blind were cared for by a member of the 
extended family who was economically able. This obligation was reenforced 
by public opinion which severely criticized any one who failed to act in accord- 
ance with it. 

The option to terminate dependency lay in most cases with the afflicted 
individual. Emphasis was on individual achievement on the war path, and those 
who failed to achieve some distinction, if able, were ridiculed. To avoid this 
possibility, some preferred suicide in battle. Under rare famine conditions the 
aged who were not strong enough to keep up with the forced marches sometimes 
decided to remain behind; this meant starving to death. 


Afflictions such as blindness, lameness or deformities were explained, if 
acquired by adults, as loss of protective supernatural power which concerned 
only the individual. The congenitally defective were rarely killed, and no 
explanation of their occurrence is to be found in our field notes. 


Participation in the social life of the tribe was limited mainly by ability 
and one’s own attitude toward his affliction. The congenitally defective usually 
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remained unmarried, mainly on the grounds that they were unable to assume 
its obligations. We observed that an epileptic did do the work of his age group 
and joined in its amusements; and certain deaf and blind old men took active 
part in the ceremonials. It is noteworthy that though society members in their 
joking seized the slightest pretext to abuse a rival, they never referred to these 
infirmities. 

Behind these attitudes we see a society with usually adequate economic 
surplus but a need for man power to care for horses, hunt buffalo and defend 
the camp in case of enemy raid. Furthermore it was democratically structured, 
persons being granted higher status, for the most part, on the basis of personal 
achievement. The ethos was a confident, individually centered one. 


Similar status for the physically handicapped seems to have been granted 
in certain economically adequate and democratically structured tribes in Melane- 
sia. Landtman, speaking of the Kiwai, gives an instance where a cripple was 
entrusted with child-tending in the absence of its parents.¢ Williams notes 
similar attitudes toward the afflicted among the Orokaiva and Keraki." 


4, Limited Participation. Among the Trobriand Islanders the relationship 
of the protective group to its members may be phrased as rights of the group and 
obligations of its members. A man must labor to provide quantities of yams for 
his sister and for his aged parents, and failure to produce sufficiently reflects 
negatively on the social position of the family. Occasions are numerous for 
validating the social position of a family and are emphasized in such public 
displays as the distribution of yams, the feast to celebrate the return of the an- 
cestral spirits and exchange in the Kula ring. At these times the physically handi- 
capped become limited social liabilities because of the shame attached to their 
small or non-existent yam harvest. Yet because of the greater shame that 
attaches to failure to contribute by the sound members, the afflicted are not 
deprived. The change involved in relationship to the group on the part of the 
afflicted is the automatic consequence of failure to contribute to the family 


6 Landtman, G., The Kiwai Papuans of British New Guinea, Macmillan, London, 
1927, pp. 308-9. ; 

7Cf Williams, F. E., Orokaiva Society, Oxford University, London, 1930, pp. 320-21. 
Also Williams, F. E., Papuans of the Transfly, Oxford University, London, 1936, p. 259. 
In another context Williams relates what happened when he showed a man a photograph 
of himself: “Muank, a man whose naturally rugged countenance had been quite unfairly 
disfigured by the loss of an eye, viewed his picture (the first photograph he had ever 
seen) with astonishment and chagrin— more than that, with sheer incredulity. When 
finally convinced that he was really looking at a picture of himself, he turned the matter 
into a joke, to the delight of his fellows, still declaring that the mouth betokened temper, 
that the head was inhumanly large, in short, that the picture was not that of a man but 
of a rinyi or ‘devil’.” Ibid. p. 239. This story suggests that in certain societies the ego- 
image need not be reconciled with the physical image, which occurs in cultures with 
mirrors and photographs. 
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position. Not only is the non-contributor shamed, but more important, he is 
prevented from displaying his productive achievements. The chief rewards of 
the society, derived from ostentatious display of yam produce, are denied him. 


The affliction itself, if acquired, is attributed to sorcery, no notion of con- 
tagion being involved. The resultant measures to be taken involve detecting 
the sorcerer and directing countermagic toward him. No specific reference could 
be found to the causes of congenital defects, though breach of pregnancy rules 
is frequently found in this area. 


The social effects are stated in terms of esthetic standards: 


Deformity and disease in mind or body, old age, albinism, all according to native 
statements, put a person beyond the pale in erotic interests. The expressions 
migila gaga (his bad face) or tomigaga (ugly man—literally man-face-ugly) are 
mae age in — and after with the added comment: “No one would sleep with 
such an one.” 


Malinowski later discovered that there was a discrepancy between this public 
statement and actual behavior, for albinos and persons with skin diseases did 
obtain sexual gratification, though it was on the sly. Nevertheless, public par- 
ticipation in many events was severely limited.® 


Behind this role for the physically handicapped lies an abundant and co- 
operatively organized economy, where kinship exchanges and trade give a fairly 
equable distribution of produce. The social group is organized into ranks with 
inherited positions which must be validated by individual and group effort. 
The social sanctions are unorganized but extremely effectively motivated by shame 
at failure to meet an obligation. A kind of compulsive perfectionism seems to 
characterize the scene. 


To what extent other societies of this type accord similar status to the 
physically handicapped is uncertain. Best says of the New Zealand Maori, “De- 
formed persons did not meet with overly much sympathy and, indeed, often -re- 
ceived a name descriptive of their handicap.” 1° There is suggestive evidence 
of similar treatment in the Kwakiutl of British Columbia, another society em- 
phasizing validation of rank. 


5. Laissez-faire. We can see in the case of the Bathonga, a group of tribal 
units speaking the same language and living in Portuguese East Africa or Natal, 
a steadfast relation to the protective group, despite handicap. The obligation 
of the extended family to shelter and provide for its unfortunates continues, 


8 Malinowski, B., The Sexual Life of Savages, Halcyon, New York, 1928, pp. 288-9. 

® Ibid. p. 292. 

10 Bat, E, The Maori, Board of Maori Ethnological Research, Wellington, 1924, 
Vol. I, p. 12. 

11 Boas, F., Ethnology of the Kwakiutl, 35th Annual Report of the Bureau of American 
Ethnology, Washington, 1921, pp. 696, ff. 
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whether they are able to give their labor or not. The handicapped persons may 
be limited, however, in their ability to achieve the highest goals of the culture 
by amassing wealth sufficient to purchase many wives and ultimately to head 
their own kraal. In this sense their participation is limited by their abilities, but 
definition of achievement is so broadly framed that alternatives are possible with 
no loss of prestige. The very size of this society provides a variety of alterna- 
tives from which they may select in accordance with their abilities and limitations. 


Congenital deformities are attributed to parental breach of pregnancy rules. 
Acquired afflictions are the result of sorcery, and kinsmen are obligated to prose- 
cute the injurer. Sundry means would be taken to divine his identity, and tribal 
courts might be called into action. 


Junod gives an illustration of this.12 He also cites a dwarf who so capital- 
ized on his wit and grotesque appearance that he was accorded the position of 
“public vituperator,” i.e., a man much like the medieval court jester who might 
openly insult anyone with impunity.!* Another man seems not to have been 
hampered socially despite a severely deformed face, the result of clawing by a 
sorcerer who had turned himself into a hyena.!4 


Behind this treatment of the physically handicapped we see a society with 
ample surplus distributed equably. Rank, aside from the hereditary chieftains, 
was based on age and thus potentially accessible to all. With a relatively com- 
plex technology inviting occupational diversity and a large mobile population, 
narrow provincialism did not develop, and the attitude toward the handicapped 
was tolerant. 


A laissez-faire attitude seems to be found in Dahomey where Herskovitz 
describes a category of congenitally deformed children called toxosu.15 They 
were thought to stem from the god Lisa who was consulted at the time of their 
birth to determine whether the children should be exposed on the river banks 
or raised to maturity. If they grew up, their defects were no obstacle to marrying. 


Summary 
We have sought to emphasize the variation in family obligations and the 
social meaning of symptoms as determinants of the treatment of the physically 
handicapped. It is unfortunate that systematic investigation of the position of 
the handicapped has been fragmentary. Possible hypotheses, nevertheless, emerge 


12 Junod, H. A., The Life of a South African Tribe, Macmillan, London, 1927, Vol- 
ume II, footnote p. 187. 

13 [bid. Vol. I, p. 428. 

14 [bid. 

15 Herskovitz, M. J., Dahomey, Austin, New York, 1938, Vol. I, p. 262. 
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even from these inadequate data. We offer tentatively that: Protection of the 
physically handicapped and social participation for them is increased in societies 
where: (1) the level of productivity is higher in proportion to the population 
and its distribution more nearly equal. (2) competitive factors in individual or 
group achievement are minimized, (3) the criteria of achievement are less 
formally absolute as in hierarchical social structures and more weighted with 
concern for individual capacity, as in democratic social structures. 


Additional investigation may provide limiting and conditioning factors to 
these propositions. 

















Physical Disability, Mental Conflict and 
Social Crisis 


HANS VON HENTIG 


Motorized warfare and war production, motorized agriculture and highly 
mechanized transportation have not only altered the steady patterns of group 
life, but levy a heavy duty on the physical integrity of the masses, reducing 
thereby the results of medicine. The mechanized world around us does not 
increase essentially the number of impairments which result from heart disease, 
cancer, diabetes, tuberculosis and rheumatism, nor are vision or hearing sub- 
stantially affected. The machine age, however, may damage or abolish the motor 
ability, it may cause orthopedic disabilities and it may be the cause of so-called 
cosmetic defects. Our discussion will be limited to this group of man-made, 
or better, machine-made physical variations. 


‘The Office of Vocational Rehabilitation has estimated that in 1942 over 
16,000,000 persons between the ages of 15 and 64 were suffering from chronic 
disease or physical impairment in the United States.1 No guess is. possible how 
large the group would be we have carved out from this legion of handicapped 
individuals. There is, of course, the paramount question of degrees and nuances. 
Some blemishes are so trivial that they have been raised to the level of an 
enchanting contrast. The small patches placed formerly on a woman’s face and 
called beauty spots operate as foil to a fine complexion. It is well known that 
slight handicaps, sometimes even more serious defects exercise a definite at- 
tractive power when it comes to the sphere of sex relations. One of the most 
successful pimps in the City of New York was hunchbacked.? Some men are 
drawn to females with a limp, some women like nothing more in a man than that 
insufficient function of the vascular system, called paleness.* The unperceivable 
defect is a problem of its own. We shall leave it out of consideration.‘ 


1 Roger G. Barker, Beatrice A. Wright, Mollie R. Gonick: Adjustment to Physical 
Handicap and lilness. Social Science Research Council, New York, 1946, p. 292. 

2 George J. Kneeland, Commercial Prostitution in New York City, Social Hygiene 
Bureau of Publication, New York, 1913, p. 86. 

3 A.famous British painter was once painting a group in which Disraeli figured. Mrs. 
Disraeli whispered to the artist: “Remember one thing . . . the pallor is his beauty.” 
Walter Sichel, Disraeli, A Study in Personality and Life, Methuen and Co., London, 1904, 

. 28. 
. 4On “secret cripples” see my book, The Criminal and His Victim, Yale University 
Press, New Haven, 1948, pp. 173 and 174. On the efforts of the “speech fg ral to hide 
his defect, Ibidem, p. 100. — What can be covered by clothes in industrial life, can not 
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Physical disability in our restricted sense changes in significance, with new 
inventions and techniques. Flying requires a perfect physique, but motorized 
warfare reduces our demands on the proper anatomy and function of the lower 
extremities. Disability is furthermore something ambiguous. The one who is 
physically unfit for military service, can be fit for industrial production, the one 
unfit for industrial life may be fit, or even superior, in marital life.5 And those fit 
in a general way may be unfit for specific tasks and vocations. Like everything 
disability is usually relative, seldom unconditional. 


In addition to the mechanic handicap, disabilities are mentally reflected in 
three stages: there is first inspection of our own defects,® and it seems that young 
people have a morbid penetration and depreciation of their own shortcomings.” 
We do furthermore intercept suspiciously every bit of sensation in the faces, 
actions and words of our living surroundings as if in a sort of truthful and 
unerting mirror. Our accumulated experiences with other people’s attitudes, 
true interpretations and many misconstructions alike, revert to us and fuse with 
our own image which we have elicited from the mirror and remodeled in hours 
of hope and despair. 


Attitudes toward Disability 


It is unrealistic and unscientific to assume that the outer world contributes 
more reassuring than unsettling elements to the state of the soul of the dis- 


be concealed in marital relations. Other means of muffling up are either expensive or 
expose the individual to raillery like Clemenceau who at all times and all occasions wore 
grey gloves to conceal a rash. 

The same painstaking has to be bestowed day and night on hiding what could be 
called an indirect defect — being an illegitimate child, or having imbecile progeny, or 
having been divorced under mortifying conditions, or having colored blood and so on. 
= rt up effort produces genuine neurotic symptoms which are more perceptible 
than curable. 


5 “Mad men and lame men copulate best’ says an English proverb. S. G. Champion, 
Racial Proverbs, G. Routledge and Sons, London, 1938, p. 4. 

6 Introspection always starts with inspection but the sensorial impresses are tinged 
by our turn of mind. During a puberty depression young Tolstoy penned down the fol- 


lowing self-condemnation: “ . . . I know full well, that I am not good-looking, and in 
this opinion was not mistaken. Therefore every reference to my looks was offensive to 
me. . . . Moments of despair frequently came over me. I imagined that there was no 


happiness in the world for a man with such a broad nose, fat lips, and small gray eyes, as 
mine were. I asked God to do a miracle, and to change me into a handsome boy, and 
everything I then had, anc everything 1 should ever have in the future I would gladly have 
given for a pretty face.” Birukoff, P., Leo Tolstoy, His Life and Work, William Heine- 
mann, London, 1906, p. 67. A physical defect must affect a young being much deeper 
than mere ugliness. 

71 have quoted (The Criminal and his Victim, p. 76) the remark of a biographer of 
Lord Byron: ‘The greatest weakness in Lord Byron’s character was a morbid sensibility 
to his lameness. He felt it with as much vexation as if he had been inflicted ignominy . . .” 
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abled. The bias is there. It shows up in our holy books ® and the masterpieces 
of classic literature,® and the most complex of the old Greek poets, Euripides, has 
already fathomed the depths of the problem. In many parts of the world 
disabled persons are regarded as taboo, their intercession as powerful.11 De- 
formity and sanctity go hand in hand according to the beliefs of some North 
American Indians,!* and in Greek legend many clairvoyants are blind. 


The high sensitivity of the disabled discovers early that we dissemble our 
real opinion, or, at least, that we do not live up to the Atlantic Charter of non- 
discrimination and non-differentiation. Our theory and our practice are not 
the same. The evidence comes from all quarters. A relatively small number 
of employers answer the questionnaires which are submitted to them.1* The 
popular stock of insults and indignities is replenished and drawn mainly from 
the physical impairments and mental handicaps, officially objects of our com- 
passion and our benevolence. Children do not hesitate to come out reproaching 
other disabled children their defects; what they do is to reflect the topics and 
the atmosphere of their home. In our caricatures we like to dwell upon physical 
disabilities and to overdo them, Wherever we deal with adversaries, non- 
conformists, competitors, political opponents,1* we discredit the other by bluntly 
pointing at physical particularities, a method used already by Homer in describ- 
ing the radical agitator Thersites.15 Our propaganda in times of emergencies 


8 It was a strict commandment of the Old Testament: ‘The blind and the lame shall 
not come into the house.” II. Sam. 5, 8. 


9The Gods of the Iliad roar with laughter at the lame Hephaestus; yet already 
the delicate Plato censures the Gods and the poet: “The description in the Iliad of the 
gods shaking their sides at the clumsiness of Hephaestus will not be admitted by us.” 
Plato, Republic III, 389. 

10 Three of Euripides’ great heroes are lame, Bellerophon, Telephus and Philoktetes. 
Aristophanes mocks at the poet (Acharn 411 and Peace 147) and places the lame on a 
par with “beggars, humbugs and braggarts.’’ Ach., 431. 

11 ‘In Turkey blind men are used to read the Koran, their prayers are believed to 
be more welcome to God than those of other people. That is why they are employed in 
religious rites and in funerals.” Pierre Villey, Le Monde des Aveugles, Ernest Flammarion, 
Paris, 1928, p. 60. 

12 Clark Wissler (Indian Cavalcade, Indian life on the old time Indian reservation, 
Sheridan House, New York, 1938, p. 305) reports of the medicine man: “Often he has 
some slight deformity, or some disgusting habit, which tended to isolate him.” A shaman 
of the Thlingits in Alaska was known as the ‘‘One-eyed Peter,” C. L. Andrews, The Story 
of Alaska, Caxton Printers, Calwell, Idaho, 1938, p. 276. 

13 Barker and others, Joc. cit., pp. 265, seq. 

14 This is the picture an eminent liberal writer gave of the Duke of Cumberland, one 
of the seven sons of the insane George III of England: “The Duke of Cumberland was 
probably the most unpopular man in England. Hideously ugly, with a distorted eye, he 
was bad-tempered and vindictive in private, a violent reactionary in politics and was 
subsequently suspected of murdering his valet and having carried on an amorous intrigue 
of an extremely scandalous kind.” Lytton Strachey, Queen Victoria, Harcourt, Brace and 
Co., New York, 1921, p. 9. 

15 Homer describes Thersites as the ugliest man in the camp, squinting, lame on one 
foot, hunchbacked, with a deformed skull and sparse hair. Iliad II, 216-219. Hephaestus 
has been exposed by his divine mother who was ashamed of his lameness. Iliad, XVIII, 
396, 397. 
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hits at the leading men by alluding at their physical disabilities. Since no nation 
dare to give up this powerful weapon we can gauge the profoundness of our 
disdain, a disregard we intend to convey to the enemy and his cause. Our 
official prerequisites for many jobs —— even teachers — exclude physical dis- 
abilities and blemishes, and the higher premiums of insurance companies throw 
cold water on the postulation of real equality. 


What happens when the disabled tries to draw a balance between the results 
of introspection and observation of others? His feeling of self-assertion tests 
our humane theoretical posture against our more distant practice. It is inevitable 
that the handicapped is entangled in the mental complexities of inequality and 
injustice. Being treated as an outsider the disabled establishes himself an out- 
sider, he retreats from the world of duties since some rights ate denied, he slips 
into that minority. complex in which people feel perfect and superior because 
they are maltreated and misused. Emotionally a satisfying compensation, the 
attitude is no adequate adjustment to the forces of reality. The mental balance 
is not squared but thrown into greater disorder. 


It would be helpful if it were possible to distinguish not only degrees of 
disability, but to introduce in each case the genesis of the handicap. The mental 
situation differs by the manner in which a physical defect originated. The dis- 
abled themselves insist on drawing distinctions. They prefer the genesis by 
accident to the hereditary infirmity. They do not like to admit the genesis of 
an imperfection when self-inflicted — it may have been attempted suicide or 
some sort of gross negligence. It is not the same with disabilities which have 
been caused by war or some other meritorious act of bravery, perhaps even in 
the great production effort of an emergency. The counter-part to this psycho- 
logical constellation which is full of positive and recognitory elements are 
those handicaps which are associated with memories of resentment and hatred. 
We know that among prisoners injuries are found rather frequently, some, or a 
good deal, probably state-inflicted 1° and the effects of severe beatings can be 
tragic.17 


. Responses to Infirmity 


‘We are wont to speak of aggression and withdrawal as the main reactions 
to disability, but this distinction is, of course, a simplification. There are many 


16 For some Sing Sing figures see The Criminal and His Victim, loc. cit., p. 72. 

17 “From that day on X smiled no more. He became snarly, short spoken, and ugly. 
. . . He went out on the road ‘bull simple,’ simple on the subject of shooting policemen. 
. . . Years later I saw him in San Francisco county jail where he was waiting trial for 
the murder of a police officer... .” Jack Black, You Can't Win, Macmillan, New York, 
1926, p. 193. He had been beaten up in a city jail. 
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intermediary responses to infirmity. A disability can be accepted and made 
profitable in a beggar, a court jester of former times and a clown of today, 
or in a medicine man of primitive tribes. Wealth or poverty, age, race, war 
‘prosperity, depression, a high surplus of females change the social meaning of 
a physical handicap. The ambivalence of physical variations is shown by the 
fact that some over-sized individuals report draft exemption as an asset 18 of 
tallness whilst others call it a disadvantage. Castration, the greatest of all dis- 
abilities, is regarded by some as amelioration, physically, mentally and even 
socially. 


In the case of ‘‘aggression’” the defect has an activating effect. The indi- 
vidual grows extremely competitive. On the highest level his ambition makes 
him a great poet like Lord Byron, a powerful revolutionary like Mirabeau,}® 
an eminent statesman like Talleyrand, leaving out more recent leaders of men. 
It is true that some traces of bravado are never missing. There is a tendency 
to insist on a “pure” doctrine, unconditional faith of the believers, uncondi- 
tional solutions. A tense and rigid “realism” is evident. 


The bravado reaction deserves special attention. It has even been noticed 
and blamed in proverbs. There is a German saying that ‘‘cripples always want 
to lead the dance.” Lord Byron’s athletic and amorous adventures are notorious. 
We learn of Mirabeau that he had an absolute indifference to physical danger.?° 
Bravado — sometimes the fear of not being fearless or regarded as a hero — 
seems to push some disabled persons into the lower ranks of gangdom. Although 
there has been no systematic or extensive study of the delinquent disabled, at 
least one can say that not a few nicknames of gangsters are indicative of physical 
variations.*1 


Withdrawal may assume many forms. The mechanism of “obliteration” 2? 
may be set in motion. There may be a religious “cushioning” of the feeling 
of inadequacy. The place of a hostile projection of our own defects upon an 
imperfect world and still more imperfect human beings is taken by the com- 


18 Barker and others, Joc. cit., p. 12. 

19“Then . . . in 1749, there appeared, with a twisted foot, a gigantic head, with 
two teeth already cut, tongue-tied, monstrous and hideous . . . one of the greatest sons 
of France.” G. S. Tallentyre, The Life of Mirabeau, G. P. Putnam’s Sons, New York, 
1912, p. 4. The awe-striking ugliness was deepened by countless dark and deep scars, 
residua of the small-pox and a wrong medical treatment. Ibid, p. 5. 

20 Tallentyre, Joc. cit., p. 19, Mirabeau depicts himself as ‘a nature boiling with 
ambition, ravenous for fame, strong, audacious, fiery.” 

21 See The Criminal and His Victim, p. 204 and 205. 

22 Barker and others, Joc. cit., p. 64. “These subjects showed a tendency to repress 
any conscious recognition of their disability. Even in case of very extreme handicap these 
individuals refused to admit that they were incapacitated in any way.” I think that this 
wishful amnesia is a bravado attitude too, although a very useful one if carried through. 
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forting idea of moral superiority, future recognition and future reward. There 
is even a sort of ‘“‘fanatical”’ withdrawal. I am inclined, to ask however, when we 
see this retreat into seclusiveness, loneliness and swallowing the whole misery, 
whether this too is not a way of seeking attention, praise, recognition, perhaps 
even a bit of affection. Do we really know enough about these complex con- 
ditions to assure that the inner protest is really put down and no slight paranoid 
incrustations are left, maybe in the shape of a hyper-moral attitude or a 
reformatory fury where withdrawal and aggression fuse in a strange way? 


Disability means social isolation, solitary confinement without bars and 
locks. Of the ways out we have mentioned one: the great achievement. Another, 
prison break, is full of risks: It is the accession to other isolated groups, hobos, 
delinquents, political undergrounds, people with other values and codes. 


Conclusion 


The broad psychological categories of “‘fight’” and “‘retreat’” may stand, 
although we might refine them by subdivisions.2 However, how can we express 
these complex situations and little explored reactions in terms of sociology? 
Physical disability produces social distance, a turning off from the group, its 
psychological ties 2+ and its cooperative interchanges. There are, of course, other 
patterns of distance, the physical diversity — for instance — which is hard to 
overcome completely,?° and the mental “interval” which can not be eradicated 
because it rests on the very fact of the infirmity. Yet it is possible to redeem 
social distance to a large extent. We observe desperate efforts on the part of the 
disabled to reduce group distance. Some succeed in bridging it. By a supreme 
exertion they gain admiration and recognition and establish thereby blessing, 
social proximity and warming contact. Others go in quest of groups in which 
a common wrong — inflicted by nature or man, real or imaginary — has 
abolished social distance. Here they need not conceal their inner protest. Here 
is comforting community of protest, opposition and social counter-claim.?¢ 
Neither is there the distance of pity, which means that the one, the commiserat- 


23 Where would we place reactions such as (briefly termed): mimicry, dissimulation, 
the “reculer pour mieux sauter’’ attitude? 

24 That is the withdrawal from a set of circumstances in which acts of give-and-take 
exercise a socializing and humanizing influence. 

25 It should not be forgotten, however, that some disabled persons overtake by special 
skill and particular zeal the clumsy or the lazy normal individual. 


26 Omitting the world of illegitimate business, the social underworld and the political 
underground there are indications that deformities and lack of ose attraction swell 
the ranks of male and female hoboes of all types. See Sister of the Road, The Autobiog- 


raphy of Box-Car Bertha, as told by Dr. Ben L. Reitman, Macauley Comp., New York, 
1937, p. 283. 
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ing, is better off than the one to whom we show and express compassion. There 
is a matter-of-fact attitude, taking the handicap as it is, as are poverty, hunger, 
bad luck and neglect, making no fun of ‘the handicap, yet not stressing it by 
trying vainly and painfully to disregard the infirmity. 

If this is the way that not a few disabled persons solve the problem of social 
distance — psychologically successful, sociologically less effective — should this 
not be a lesson teaching us how to restore the attractive power of our group and 
to minimize the social crisis of the disabled? 
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The Social Psychology of Physical Disability 


RoGER G. BARKER 


The effects of atypical physique! upon behavior and personality have held 
the interest of men since earliest times. In fact, a continuing controversy has 
surrounded this issue. For example, Francis Bacon, stated that deformed per- 
sons are commonly vengeful and ill tempered, returning in like coin the evil 
which nature has visited upon them. Robert Burton declared, on the other hand, 
that although deformities and imperfections of body torture many men, they 
should be comforted by the fact that these imperfections of the body do not 
blemish the personality, but rather improve it. Scientific studies of differences 
in behavior beginning with those of Francis Galton, have dealt systematically 
with this problem. Despite this long history of lay and scientific interest, we 
still have only a meager understanding of the psychological effects of physical 
disability. This is shown by a recent survey of relevant publications.2, However, 
a number of tentative generalizations may be made regarding what is known: 


1. Physically disabled persons more frequently than physically normal persons ex- 
hibit behavior which is commonly termed maladjusted. In almost every study, 
however, 35% to 45% of the disabled subjects are reported to be as well or 
better adjusted than the average non-disabled person. 


2. The kinds of maladjusted behavior exhibited by physically disabled people are 
not peculiar to them; they are similar to those shown by non-disabled people. 
However, there is some evidence that withdrawing, timid, self-conscious behavior 
is more frequent in these people, although the opposite sorts of behavior are by 
no means infrequent. 

3. There is no evidence of a relationship between kind of physical disability and 
kind of behavioral maladjustment; within a wide range of physical disabilities, 
the behavioral resultants do not differ. However, it is possible that disabilities 
requiring a very special way of living or unique treatment over a long period of 
time give rise to unique adjustments on the part of the patient; this may be true, 
for example, of tuberculosis. 


4, It is probably true that persons with a long history of physical disability are more 
likely to exhibit behavior maladjustment than those with a short history of 
disability. 


1 The terms physique, physical disability and physical deviation are here used to refer 
to the peripheral physique; we are not concerned with the central mechanisms of behavior. 
We are concerned, rather, with the effects of physical defects which limit freedom of 
physical and social movement; e.g., with the effects of blindness, deafness, crippling, 
cardiac impairment, tuberculosis, cosmetic defect, etc. upon behavior. We are not con- 
cerned with the problem of constitutional type or with psychosomatic problems. 

2 Barker, R. G., Wright, Beatrice, A., and Gonick, Mollie R., Adjustment to Physical 
Handicap and Illness, Social Science Research Council, Bull. No. 55, 1946. 
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5. Severely disabled persons appear to have more frequent and more severe adjust- 
ment problems than persons with milder handicaps. 


If comparative data on the behavior of physically handicapped and normal 
persons are limited, explanations of the trends discovered are even more so. The 
efforts which have been made to account for the differences noted are pitched 
at two levels. On the one hand physical defect has a unique, personal and 
often deep, unconscious significance for the disabled person. A number of 
writers have considered this in terms of such ideas as distortion of the body 
image, castration fears, inferiority attitudes and self hostility. We may call this 
the clinical problem of physical disability. Such explanations suffer at the 
present time from the absence of data relevant to the hypotheses used, and from 
primitive concepts lacking conceptual and operational clarity. Here is undoubt- 
edly a field that is ripe for harvesting by theoretically and technically prepared 
investigators. 


In addition to its clinical significance, physical defect has social significances 
common to broad segments of a population, for physique is one of the grounds 
upon which class and caste distinctions are based. The person with a physique 
which has a well-established social meaning is placed in a prescribed social- 
psychological situation in addition to that which depends upon the very 
private and personal significance of his defect. Sex, race and maturity differ- 
ences have well-established meanings which have been systematically studied 
in many cultures. Physical normality constitutes another, similar basis for social 
distinction which has received less systematic attention. We may call this the 
social-psychological problem of physical disability. It is with this problem 
that we shall largely be concerned here. 


The Physically Disabled Child 


In attempting to describe the social-psychological position of physically 
disabled persons in American culture, it is necessary to distinguish between 
children and adults, for their situations are quite different. In fact, with children 
the problem is largely on the clinical level, for, as with race and sex distinctions, 
the full force of the cultural restraints and coercions associated with physique 
is not felt until adulthood. To provide some completeness to the picture, we shall 
sketch some common, general factors in the child’s situation, even though these 
are largely of a clinical nature. Let us take the case of the seriously disabled 
child. By virtue of the fact of being different and requiring an unusual amount 
of help and attention he is inevitably a person of unusual importance. This may 
help to satisfy his needs for social status and self esteem while he is very young. 
However, in our culture, physically defective children can be a great burden in 
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time and money and in the social disapproval the parent receives from his 
social group. Two unfortunate reactions to this by the parent frequently occur 
sooner or later. The parent may feel guilty, resentful, or socially stigmatized for 
having produced a defective child, and this may cause him to push the child 
aside. Or, the parent may, either from genuine sympathy or from reaction to 
his own guilt, do everything in his power to recompense the child for his mis- 
fortunes. Both of these reactions are unfortunate for they frustrate the child’s 
ego and social status needs. 


If the parents of a disabled child are likely to have feelings of resentment 
and guilt, the child is likely to have them also. The parent often tends to 
blame himself for the tragedy that has befallen his child. The child tends to 
blame himself and his parents. To the young child, the parents are supreme. 
They are the givers and the takers away. It is almost inevitable that a child 
should in some degree hold his parents responsible for the evils that befall him. 
However, such thoughts about a supreme, all-powerful person cannot often be 
openly expressed. They are, apparently, usually partially retained and partially 
repressed. To the extent that they are not repressed, hostility of the child for 
the parent results; to the extent that they are repressed, anxiety and guilt will 
be the outcome. Self hostility, guilt and anxiety may also arise from half-repressed 
self-blame. Here, then, are constellations of factors which may very easily be the 
basis for behavior difficulties. 


Physically disabled children are probably deprived more frequently than 
physically normal children of the very important adjustive function of play. By 
play, children are aided in safely exploring the real world and their own 
emotions and ideas. It is unfortunately probably true that interference with 
normal play behavior is frequent in the case of physically disabled children. 


It is important to recognize, however, that these unfortunate conditions by 
no means always occur. Some parents are able to accept defective children for 
what they are, neither rejecting them nor compulsively protecting them. Some 
physically disabled children have excellent play opportunities. Finally, it must 
be realized that all children, whether defective or not, can make difficult transi- 
tions and meet difficult problems successfully. 


As the world of the child expands beyond the limits of the family, two 
factors begin to operate, one advantageous and one disadvantageous. The dis- 
advantageous factor is this: depending upon his degree of disability the ordinary 
accomplishments of life are difficult for him. He is often required to strive with 
great effort and frequently with intense emotionality to perform even routine 
actions such as climbing stairs or saying a sentence. He is thus almost inevitably 
placed under great pressure, and he reacts to this pressure as anyone does: with 
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tension and anxiety. On the other hand, because he is disabled, less is likely 
to be expected of him by society. To this extent he is in an easier situation than 
physically normal individuals. There is great variation in how these factors 
balance in different individuals, but there is a tendency on the part of parents 
of disabled children to push them to accomplish in non-motor activities, especially 
in intellectual activities. This is regrettable since most disabled children do not 
have extraordinary ability in non-motor lines and such pressure only serves to 
add another source of tension to those already operating. 


The Physically Disabled Adult 

When the child becomes an adult, he faces, in addition to the particular 
local conditions existing within his family and clique group, a rather well- 
structured and stable larger social status position which has, in varying degress, 
the following characteristics: 

1. it is underprivileged ; 

1. it is ambiguous and marginal; 

3. it involves new, unknown social conditions. 


Let us consider each of these aspects separately. 


Under privileged social position. Physically disabled persons cannot par- 
ticipate in many activities which physically normal people value highly. Thus, 
the employment opportunities open to disabled persons are sharply limited, and 
where opportunities do exist, the higher levels are severely restricted. Likewise, 
the social and recreational activities in which disabled persons are able to engage 
are limited. In these respects the physically disabled person is in a position 
not unlike that of the Negro, the Jew and other underprivileged racial and 
religious minorities; he is a member of an underprivileged minority. In one 
important respect, however, his position is different. The reason for the limita- 
tion upon the freedom of the physically handicapped person is partly due to 
formal and informal social ostracism on the part of the dominant majority. For 
example, many employers as a matter of policy establish physical fitness 
standards for all employees irrespective of whether a particular job can be 
effectively handled by a physically disabled person. Many physically normal 
individuals avoid contact with physically disabled persons as much as possible. 
There is strong evidence that in spite of favorable public attitudes, the basic, 
often unconscious attitudes of most physically normal persons are hostile or 
subordinating toward physically disabled persons. This shows in a variety of 
ways; for example, the jokes referring to disabled persons are more often of a 
malicious or ridiculing nature than jokes about non-disabled persons. This is 
social ostracism of the sort experienced by racial and religious underprivileged 
minorities. 
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On the other hand the minority position of the physically disabled person 
is partly due to limitations on freedom of activity imposed by his own physique. 
In this, his position differs from that of the racial and religious minority mem- 
ber. The racial and religious minority member can truly place the source of his 
limited freedom upon the behavior of the dominant majority; he does not have 
to blame himself for his frustrations. The physically disabled person, on the 
other hand, cannot completely transfer the cause of his frustrations to another. 
The fact which the physically disabled individual has to face is that in some 
respects he is an inferior person. The reality situation of the racial and religious 
group member, on the other hand, involves only social rejection. 


A final difference between the minority situation of physically disabled 
people and most other underprivileged groups lies in the fact that the disabled 
person is usually in no sense a member of a real sociological or psychological 
group deriving from his physique. He is an individual with a minority posi- 
tion which is usually not shared with other similar individuals. Even the Jew 
or the Negro who lives in a community in which he is the only member of his 
group may be psychologically a member of the larger group, sharing in its 
aspirations, accepting its values and participating in its activities. This is hardly 
ever possible for the disabled person. He is almost inevitably an isolated 
individual who must meet the limitations which his underprivileged status im- 
poses without the possibility of group support. 


Marginal status. In many spheres of activity, physically disabled people 
have, as we have just indicated, an underprivileged minority status; however, 
they are not a caste which do not participate in activities of the dominant majority 
or share its satisfactions. The physically disabled are analogous to a sociological 
class inasmuch as some physically disabled persons are able to enter the ranks of, 
and become accepted as, normal persons, and many of them share common 
activities and satisfactions with their normal contemporaries. In other words, 
the demarcation between physical normality and disability is not definite; the 
distinction between what a particular disabled person can and cannot do is 
uncertain. This means that most physically disabled persons have a marginal 
status between the physically normal and the physically helpless. 


In this respect, the position of the disabled person is similar to that of the 
adolescent who has a similar marginal position between the freedom and privilege 
of the adults in our culture and the restrictions and limitations of the child. 
We should expect, therefore, to find many points of similarity in the behavior 
of adolescents and physically disabled persons. Indeed, we find this to be the 
case. Marginal status involves conflict and uncertainty in both cases. The dis- 
abled applicant for a job cannot know in advance whether he will be accepted 
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for his “normal” attributes and admitted to the privileges and prerogatives of 
a self-respecting wage earner or whether he will be rejected and forced into 
the less privileged and satisfying position of an inferior person. The same is 
true of the adolescent. In a particular case, the adolescent may be accepted as a 
man or he may be forced to assume the role of a child. 


Uncertainty of status for the disabled person obtains over a wide range of 
social interactions in addition to that of employment. The blind, the ill, the 
deaf, the crippled can never be sure what the attitude of a new acquaintance will 
be, whether it will be rejective or accepting, until the contact has been made. 
This is exactly the position of the adolescent, the light-skinned Negro, the 
second generation immigrant, the socially mobile person and the woman who 
has entered a predominantly masculine occupation. 


Very often the dual requirements of such overlapping minority and 
majority positions lead to conflicting behavior tendencies. For example, in his 
role as a child, the appropriate behavior for an adolescent may be lively activity 
and expressiveness; in his role as an adult, however, he may be expected to ex- 
hibit sedentary behavior and self-control. Such different behaviors cannot be 
carried out simultaneously. While such overlapping situations persist, conflict 
with resulting inhibition or vacillation of behavior and with heightened tension 
and emotionality is inevitable. Such marginal positions cannot usually be main- 
tained for long periods of time and the person who is caught in such a conflict 
will usually make an effort to escape into one or the other of the overlapping 
situations. Hence, the frequent clannishness of many first generation immigrants 
and the one-hundred-per-cent Americanism and rejection of all old country 
standards of second generation immigrants. Similarly, there is the crude exag- 
generation of upper-class symbols by the nouveau riche and the intolerant re- 
jection of upper-class mores by ‘‘unsuccessful” mobile persons. The exaggerated 
masculinity and femininity of some adolescent aged children appears to be a 
similar reaction. 


These same adjustment mechanisms are exhibited by the physically disabled. 
Some reject their disabled status with extreme vigorousness, and escape into 
the status of a normal person by deprecating their disabilities, by refusing any 
identification with similarly disabled persons and sometimes by failing to con- 
sciously recognize the existence of an obvious defect. This is the case with many 
hard of hearing pczsons who refuse to wear hearing aids or even to admit that 
they have hearing difficulties, and of lame persons who punish themselves 
unmercifully by participating in physical activities entirely beyond their capacities. 
On the other hand there are disabled persons who retreat into their disabled 
status, even exaggerating the extent of their disabilities and refusing to admit 
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the possibility of normal behavior. The disabled “realist” who attempts to 
accommodate himself to the actuality of his marginal social-psychological situa- 
tion frequently finds himself in an impossible situation where planning and 
consistent behavior are impossible. His situation is not unlike that of the light- 
skinned colored individual who must make his choice between accepting himself 
as a Negro or entering the social-psychological world of the White. He cannot 
live in accordance with the “realities” of the situation, behaving as a Negro when 
the external situation so dictates and as a White when the situation requires it. 
This is usually impossible for the physically disabled person also. 


New situations. An attribute of the marginal social position of many dis- 
abled people is the relative frequency with which they have to cope with un- 
known, new psychological situations. A new psychological situation is one in 
which the sequence of activities necessary to achieve a particular end is un- 
known. This is usually the case, for example, for a person in a dark room or 
in a new community; he may know what he wants to accomplish but he does 
not know the required directions. The marginal person lives along a boundary; 
he knows something about the privileged situation beyond, but he can only 
partially enter it; he does not know the situation completely. Thus, the adoles- 
cent boy knows something about how men behave but there are large and im- 
portant areas where he can know only the goals of behavior in a very general 
way and very little about the means. The same is true of the socially mobile 
person who wants to achieve the privileged satisfactions of the upper-class 
person. In a new psychological situation, one inevitably makes errors, often 
socially or physically painful errors; his behavior is inconsistent and vacillating ; 
he is in conflict. When the new situation involves central needs, the errors, the 
vacillation and the conflict can be very severe. 


Physically disabled people inevitably live on a social-psychological frontier 
where some of the chief satisfactions of life are to be found in the unknown 
region beyond the frontier. Thus the man with an artificial leg is under pressure 
to try to ride a bicycle in order to achieve the approval of his girl friend. The 
man with a heart impairment can never be sure that a particular activity is within 
his capacity. The deaf person may or may not be able to read the lips of the 
prospective employer whom he is interviewing. Physically normal persons on the 
other hand have, by the time of adulthood, explored much more of the world 
which confronts them. It is, in fact, difficult to place a physically normal adult 
in a new psychological situation. However, for the blind man every time he ven- 
tures from his house he is confronted with such new situations. For the deaf or 
hard-of-hearing man every social gathering is a new psychological situation. For 
the cripple the daily round of activities inevitably presents him with a series of 
new situations. 
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Mental and Social Hygiene 

Although the underprivileged minority status of the physically disabled 
person and the marginal and new psychological situations which confront him do 
not by any means fully define his psychological position, they do describe a very 
important aspect of it. We may consider, therefore, the implications of these 
aspects of his situation for the mental and social hygiene of physical disability. 
Basically, the problem is one of reducing minority status, marginality and psy- 
chological newness. We may consider each of these in turn. 


Underprivileged status. We have pointed out that the underprivileged 
status of the physically disabled person is due, on the one hand, to his own 
physical defects and, on the other hand, to the negative attitudes of the normal 
majority with whom he must live. 


The relative ineffectiveness of the physically disabled person arising from 
his physical deficiencies is a fact of his situation which he must face. No amount 
of optimistic talk can remove the fact that, other things being equal, a physically 
disabled person is relatively ineffective in a social world devised for physically 
normal persons. Much has been written about the productivity of physically 
disabled persons when placed in the right job, and of the advantages provided 
by modern mass production industry in adapting men with limited and specialized 
abilities to specialized production processes. It is true, for example, that a man 
with defective legs may be able to operate a sewing machine just:as well as a 
man with normal legs. Nevertheless, it is also true, that such a man is relatively 
inflexible; he could not, for example, shift to the operating of two automatic 
machines, if such were developed, moving back and forth between them. In 
an emergency such as a fire, such a man might be a distinct hazard to others. 
Furthermore, he would usually require special arrangements of machines and of 
means of egress and exit. One cannot expect industry whose function is produc- 
tion for profit to assume such a present or potential liability if other workers who 
do not present this liability are available. This means that if the disabled person 
is to be the economic equal of his non-disabled competitors he must excel them 
in some productive respect. If he is only the equal of his physically normal 
competitor, he will justifiably lose out. It is true that there are a few occupa- 
tions in which such physical deviants as dwarfs and deaf men actually have an 
advantage over physically normal persons ; however, these cases are so infrequent 
as to be of little social consequence. One advantage of physically disabled 
workers which has been noted by some employers is a greater reliability, a greater 
docility and higher motivation than physically normal employees. This, when 
it occurs, appears to be a product of the insecurity and anxiety which these 
people experience and it hardly appears to be a socially desirable form of 
exploitation. 
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One proposal for spreading the burden of the handicapped is that of re- 
quiring all industries and professions to include within their staffs their pro- 
portional share of the physically disabled. Such a policy would, in effect, guar- 
antee a man the right to work up to the limits of his capacity even though he be 
physically handicapped. This might, by making it unnecessary for him to depend 
upon the good will of a particular employer and by providing him with specified 
social rights, reduce his underprivileged position. Such a policy would not be 
unlike the war-time fair employment practices legislation and, indeed, it might 
be included in such an enactment. 


Another route for reduction of underprivileged status would seem to be 
self-employment. Here the disabled person carries the burden, real and potential, 
of his productive handicaps. In such a case, he escapes in some degree from the 
socially inferior position of being dependent upon the goodwill of another or of 
being excluded from employment. It is true that self employment opportunities 
usually involve less specialized activities than are available in large industry, 
nonetheless the psychological advantages to self-employment would appear to 
be very great. As a matter of fact, some advantages of specialization can be 
secured in industries where only disabled persons are used as employees. There 
is a rather widespread opposition to such ‘‘segregation,” but the basis for this 
opposition is not clear. From the social psychological viewpoint, industrial 
groupings of disabled persons would appear to have many advantages through 
allowing the physically disabled to escape from their dependent, underprivileged 
position by assuming some of the burdens of their social ineffectiveness. 


The minority status of the physically disabled which is due to the negative 
attitudes of the physically normal majority constitutes an entirely different prob- 
lem. It would seem to be in almost all respects similar to the problem of racial 
and religious underprivileged minorities, although it may well be that the source 
of the negative attitude toward the physically disabled is even deeper and. less 
rational. We cannot go into the problems of education, clinical psychology, 
propaganda, learning, and politics which are involved here. When and as these 
problems are solved with respect to these other underprivileged minorities, the 
solutions may be applied to the physically handicapped also. 


One point in this connection which may have particular applicability to the 
physically disabled minority concerns the relative advantages and disadvantages 
of urban as opposed to village life. There are some indications from studies of 
social perception that judgments of casual acquaintances are based upon surface 
indications, such as physical appearance and dress, but that with further acquain- 
tance perception comes to disregard such surface indications and to be determined 
by personality characteristics. This means that an individual who is a physical 
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deviant encounters upon first acquaintance only attitudes which relate to physical 
disability. Amongst his intimate associates, however, he will be judged upon 
the basis of his behavior independent of his physical defects. For this reason it 
is probably true that the physically disabled person in an urban area who neces- 
sarily has to come into contact with large numbers of strangers and casual 
acquaintances must cope with more stereotyped behavior relating to his handicap 
than the similarly disabled person who lives in a community where he is known 
on deeper levels to practically all members of the community. At any rate, this 
would appear to be a matter worthy of investigation. 


A less basically theoretical, but nonetheless important, factor relevant to 
the matter of community size concerns ease of locomotion. An important source 
of frustrations for many disabled persons lies in the difficulty of locomotion. 
Any arrangements which decrease the difficulties with which he is able to get 
from place to place are usually extremely freeing to him. Large cities where the 
geography is complicated, the distances great, and where transportation involves 
subways, busses, street-cars, transfers, steps, crowds, and wide streets with heavy 
traffic are bound to present great difficulties to many kinds of disabled people. 
On the other hand, small towns where all of these characteristics are likely to 
be almost totally absent present correspondingly favorable conditions of life. 


Marginal and new situations. The reduction of marginality and newness 
appears to be a more hopeful possibility’ in the mental and social hygiene of dis- 
abled people than the reduction of their underprivileged minority status. How- 
ever, it is a much less general problem since the degree of marginality varies so 
strikingly with the nature of the physical defect. Defects which are not 
obvious such as deafness, cardiac defects and tuberculosis, involve a much 
greater degree of marginality than those which are immediately apparent. 
Furthermore, defects which are stabilized involve less marginality than those 
which continually fluctuate in their severity. Nevertheless, a number of general 
points may be made. 


In the case of invisible injuries certain visible signs may be used to define 
the person’s condition for others, e.g., a hearing aid, a white cane, etc. It is 
much more important, however, to help the disabled person to define the limits 
of his world of free actions, i.e., to make a clear dividing line between the 
activities which are open to him and those which are closed. Here counseling 
and psychotherapy can be a great benefit. In the first: place, there is the prob- 
lem of getting the disabled to give up impossible hopes; under the pressure of 
very central needs, disabled persons are prone to cling to unrealistic behavioral 
aspirations long after these have become impossible. Procedures by means of 
which the disabled person is enabled to accept the fact that the world in which 


37 











he lives presents serious restrictions and frustrations is the first step. After this, 
the problem becomes one of defining with as much exactitude as possible the 
limits of freedom which the particular person enjoys. This must be done with 
respect to all areas: vocational, physical, social, intellectual, etc. The disabled 
person must know what he is up against. This involves knowing the areas in 
which opportunities lie as well as those from which he is excluded. The problem 
of getting a disabled person to accept his disabilities and live within his limita- 
tions is by no means an easy one. It does not mean that an attitude of resignation 
and acceptance of meagre goals is necessary. This should be avoided by all 
means. For almost every disabled person, there are richly satisfying goal hier- 
archies which he can pursue and within which he can achieve great and lasting 
satisfactions. 


Some aspects of the social-psychological situation of physically handicapped 
persons in American culture are clear. Their underprivileged and marginal posi- 
tion, with consequent frustration and conflict, make the incidence of maladjust- 
ment understandable. Their isolation, and the fact that their underprivileged 
position is rooted in their own inferiority as well as in the prejudice of others 
make frequent intrapunitive and withdrawing adjustments understandable, also. 
Amelioration of the social-psychological position of the physically disabled 
appears possible in some degree by providing legal safe-guards to employment 
and to suitable education. However, such provisions cannot remove all the 
restrictions upon the physically deviant in a world constructed for the physically 
normal. The ultimate adjustment must involve changes in the value systems of 
the physically disabled person. 











The Socio-psychological Dynamics of 
Physical Disability 
A Review of the Adlerian Concept 


By RUDOLF DREIKURS 


Since Alfred Adler first presented his theory of behavior based upon organ 
inferiority (1907), the terms “Organ Inferiority”, “Inferiority Feelings’, ‘‘In- 
feriority Complex” and ‘“‘Compensation” have been widely used. Many authors 
investigated the application of Adler's concepts to pathological conditions where 
inferiorities are an outstanding feature. No condition lent itself as readily to 
such investigation as physical disability. Here the inferiority is obvious; and it 
is only natural to seek a clarification of the impact of this inferiority on the 
development of the personality and on the process of social adjustment. Many 
authors explored Adler’s theory, but their findings were extremely contradictory. 
It is the purpose of this paper to clarify the position of Alfred Adler and his 
co-workers and to show how and why so much disagreement is possible in regard 
to its validity, exactness and testability. 


Most investigators, studying the psychological and social problems of the 
handicapped child and adult, use a statistical approach. A great variety of tests 
are applied and these are compared with the findings on their normal equivalent. 
The results of the various investigations contradict each other. Some investi- 
gators find the physically handicapped child shy, emotionally unstable, retarded 
or below normal in intelligence, (11, 18, 20, 22, 25) while others come to 
opposite conclusions (15, 17, 21, 26, 28). 


Barker et a/ state in their excellent review of the latest research on this 
problem, that “‘personality tests of the inventory type have not differentiated 
between physically disabled and physically normal persons,” and that, “present 
day tests of the inventory variety are not suited to this problem.” 


Most investigation of the factors which may determine adjustment is of a 
rather mechanistic nature. A great variety of factors are mentioned as influencing 
the development of the handicapped child. Duration, severity, or changing 
degree of disability seem to have some correlation to maladjustment, although it 
cannot be considered as high (Barker). Many authors put the emphasis on 
the parental attitudes which are mainly described as over-protection or rejection. 
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Allen and Pearson believe that the behavior difficulties of crippled children arise 
in response to faulty parental attitudes rather than as a reaction to physical 
disability as such. Kammerer expresses the mechanistic tendency clearly when he 
states that the occurrence of maladjustment seems to depend upon the number 
and severity of the problems with which the child is confronted. Barker puts 
his finger on the important point when he deplores that few investigators are 
concerned with the attitude of the disabled toward their own disability. 


This is the crucial point of departure between a mechanistic and a dynamic 
concept. Most prevalent descriptions of intra-psychic, psychosomatic and socio- 
psychological conflicts and relationships are based on mechanistic formulations. 
The genetic emphasis on hereditary factors is equally mechanistic as the be- 
havioristic analysis of environmental influences. Even the efforts to describe the 
interrelationships between hereditary and environmental influences on the 
development of the personality structure result in a mechanistic picture of a 
struggle between antagonistic or supplementary forces, The present psychoso- 
matic literature is full of such mechanistic formulations, describing the conflict 
of emotional, instinctual, and biological forces with each other or with the social 
demands pressing upon the individual. The influence of society and culture 
upon the individual is also mostly described in terms of a mechanistic inter- 
action. A good example of such rigid thinking is given by Allport: “Strong 
bodies, well formed and socially approved, predispose people to develop ex- 
traverted, realistic, sociable traits; conversely, frail, malformed or markedly 
atypical physiques tend (in response to social and environmental standards) to 
produce introverted, intellectual or artistic personalities.” Barker expressed a 
similar idea in a much more dynamic manner. ‘“‘A person who lives in a culture 
where social distinctions are made upon the basis of age, sex, race, stature, 
beauty, or physical normality will behave, upon observing his own physique, 
in accordance with his evaluation of these criteria.” The inclusion of the words 
“in accordance with his evaluation” makes this a dynamic statement. The indi- 
vidual no longer is regarded as a mere battlefield of forces within and around 
him, but as a decisive factor in the process of integration of physiological, 
psychological, and socio-cultural stimulation. 

It is the contribution of Alfred Adler to have introduced to medical and 
applied psychology the dynamic concepts of the individual, who determines by 
himself what significance the forces have which affect him from within and 
from without. Adler developed his Individual Psychology (the psychology of 
the In-dividual, of the unit which is indivisible) in accordance with similar 
concepts of Gestalt-psychology and of Wilhelm Stern's Differential Psychology. 
All three emphasize the undivided totality of a person. For them, recognition 
of the entity of each individual provides the only basis for an understanding of 
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his function and his problems. Adler’s approach was less theoretical and general 
than the other two, because he was more concerned with the analysis and the 
therapy of individual patients. Consequently, he developed a concrete and 
applicable technique of psychological investigation and treatment. 

Oddly enough, Adler's first psychological investigation attempted to demon- 
strate the organic factor in the development of neurosis and psychosis. There- 
fore, it was a mechanistic concept which evolved. In his study of organ 
inferiorities Adler says, ‘This work aims to refer all phenomena of neurosis 
and psychoneurosis back to organ inferiority, to the degree and nature of the 
not quite successful central compensation and to compensatory disturbances 
which enter into the matter.” (2, p. 63) The psychic conflicts arising within 
the person or from the social environment are described as follows: “When 
the psychical impulse arising from physical needs — through insufficiency of 
the organs, or the pressure of life and culture — meets with more unserviceable 
brain material, when the compensatory activities only get half way, a condition 
of high psychic tension must arise from these psycho-physical relations, causing 
those persons . . . to be no longer capable of contending with any sort of 
heightened requirements. (p. 61) One must keep in mind that at this time 
Adler was still under the influence of Freud’s mechanistic and almost chemical 
formulation of libido-economy. Adler, too, spoke of “pleasure seeking dis- 
positions”, and of the “‘satisfaction of the nutritive apparatus, restricted by the 
social organization.” But there is already a slight indication of his later dynamic 
formulations ; ‘The mastering of children’s defects, and all the difficulties which 
arise from the inferior organ, point to compensatory activities in the super- 
structure. They really represent . . . lines of direction from the life of the 
psyche and are signals which indicate the peripheral and central inferiority 
which has not yet been successfully overcome.” (p. 64) This is an obvious 
reference to psychic life seeking its own directions. 

Without realizing it at first, Adler departed with this investigation from 
Freud. With it he laid the foundation for a dynamic concept of the indivisible 
personality. In examining the outcome of inferiority feelings, he discovered 
the dialectic nature of compensation, which biologically is always an over- 
compensation. This book was a first groping. In his later works, Adler enlarged 
and clarified his position. Therefore, investigators who use this first book ex- 
clusively as their reference, cannot do justice to Adler’s concept and contribution. 
They suffer from another source of misinformation, namely the poor translations 
which make Adler’s early English books difficult to understand. 


Organ Inferiority 
Crookshank gives a comprehensive review of Adler's dynamic concept of 
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organ inferiority. He says, “The individual may apprehend his inferiority 
(2) on the somatic level, (4) on the sympathetic level, (¢) on the psychic level. 
In a child with a club foot, the other leg may, as it were, try to grow stronger to 
compensate. This is a somatic compensation and is hardly realized consciously 
by the patient. On the functional or sympathetic side, the body may assume a 
peculiar habit of walking; but on the psychical side the patient may be conscious 
of it and will deal with it as best as he can.” (13, p. 49) The essential statement, 
characteristic of Adlerian psychology and found in all publications by Adler 
and his co-workers is “The personality is not determined by the. inferiority, 
but by the reaction of the individual to the inferiority.” 


Adler constantly developed and enlarged his formulation of compensation. 
A few years after the Stvd he spoke of the compensation-ideals which “‘represent 
the directive and emotionally steeped preparations of the psychic life of the 
neurotic.” (3, p. 224) The element of courage became for him the decisive 
factor in determining the outcome of any inferiority feeling. He states: “A 
good compensation will be made only where there are courage and a favorable 
situation.” (4, p. 116). He clarified further the dialectic and not mechanical 
inter-relationship between inferiority and compensation by stating, “By courage 
and training, disabilities may be so compensated that they even become great 
abilities. When correctly encountered — [note the conditional and not automatic 
result! ] — a disability becomes a stimulus that impels towards a higher achieve- 
ment . . . Those who have attained remarkable successes in life have often 
been handicapped in the beginning with disabilities and with great feeling of 
inferiority. On the other hand we find that a person who believes himself to 
be the victim of inherited deficiencies and disabilities, lessens his efforts with a 
feeling of hopelessness, and his development is thus permanently retarded.” 
(p. 44) 

Adler considered organ inferiority first as a morphologic and/or functional 
disturbance of physiological nature which, he assumed, exists in any case of 
personal maladjustment. Later he restricted the term organ inferiority to more 
definite conditions of physiological weakness, but enlarged the concept of 
inferiority feelings to encompass more than merely organ deficiencies, The 
basic inferiority feeling became a social phenomenon as Adler recognized the 
desire to belong to the group as a prime motivation of human beings. Inferiority 
feelings are based on a correct or incorrect assumption of social inferiority, pri- 
marily in early childhood. The application of this principle to the problems of 
physical disability were often and clearly described by Adler. He stated: 

“Physical defects, whether congenital or acquired, invariably cause feelings of 


inferiority, and we can generally trace a special effort to compensate for the specific 
defect.” (4, p. 39) “Children with imperfect organs . . . are overburdened. They 
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may become discouraged by comparing themselves with those around them and... 
their feelings of inferiority may be stressed by the pity, ridicule or avoidance of their 
fellows: . . . they may consider themselves personally humiliated by the world.” — 
“The responsibility for failure cannot be placed upon hereditary or physical condi- 
tions. No imperfection of organs compels a mistaken style of life. We can often see 
children who overcome these difficulties and who, in overcoming them, develop 
unusual faculties for usefulness.” — ‘From the body we cannot judge whether the 
development of the mind will be bad or good. However, the greatest part of children 
who started with imperfect organs have not been trained in the right direction. Their 
difficulties have not been understood. For this reason we find such a great number of 
failures amongst those children who . . . were burdened with imperfect organs.” 
(5, p. 14-16) In all these statements the term “imperfect organs” refers to any 
organic deficiency, from a slight disfunction to a severe disability. 

In the same book Adler states, “Imperfect organs offer many handicaps, but these 
handicaps are by no means an inescapable fate. If the mind is active on its own part 
and trains hard to overcome the difficulties, the individual may very well succeed in 
being as successful as those who were originally less burdened. The handicap may 
be a stimulus to go further ahead. Thus an imperfect organ can turn out to be the 
source of great advantages; but only if the mind has found the right technique for 
overcoming difficulties.” (p. 35) About this right technique he said, “Only a child 
who desires to contribute to the whole, whose interest is not centered in himself, can 
train successfully to compensate for defects.” (p. 36) —“‘It is not the organic de- 
ficiency which is to blame for failure, but our method of education. If we used the 
right method, children with organic deficiencies would be interested in others as well 
as themselves. A child burdened with imperfect organs is only interested in himself 
alone if nobody is at his side to develop his interest in others.” (p. 207) 


This idea of interest in others was called by Adler ““Gemeinschaftsgefuehl” 
and translated into English in many ways; the last term used by Adler was 
“social interest” or “social feeling.” I became Adler's basic concept of human 
motivation. All maladjustment and psycho-pathological conditions appeared to 
him as consequences of restricted or inadequately developed social interest. Its 
restrictions are always based on an inferiority feeling, substituting the prime 
desire toward participation with a compensatory drive towards self-elevation. 
In his last book Adler discussed the relationship between organic defect and the 
development of social interest. “Organic inferiority . . . may have misled the 
child into forming his particular style of life and may have cramped the develop- 
ment of an adequate amount of social feeling.” (6, p. 133) — “Early illnesses 
that impair the physical . . . development and may also lead to more or less 
serious deformities . . . are most likely to do injury to social feeling (if) 
the anxiety and care of the persons around the child give him a great sense of 
his personal worth without his contributing anything himself.” (p. 226) 


Adler's Basic Concepts 


A great number of publications by Adlerians explain Adler's concepts in 
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great detail. Only a few can be mentioned here, and only those published in 
English. We may distinguish in our further discussion four points: (1) The 
dynamic significance of organ inferiority and inferiority feelings; (2) The 
mechanism of compensation and over-compensation; (3) The concepts of “In- 
feriority,” “Inferiority Feeling,” and ‘‘Inferiority Complex;” and, in line with 
the latter, (4) the goals to which a disability can be directed. 


(1) Crookshank described the dynamics of organ inferiorities as follows: 
“Regarding the apprehension of the organ inferiority as a stimulus, there are 
three kinds of responses which the individual may make, (1) Courage leads to 
compensation, (2) Despair leads to retreat and degeneration, (3) Wobbling 
leads to neurosis. The courageous response converts an organ inferiority into 
a blessing, the despairing response means retreat into disability, and the neurotic 
response says, ‘How much better could I do if I had not had this disability’.” 
(12, p. 50) Wexberg stated, “A defect, harmless in itself, but troublesome 
or deforming, may severely shake the courage and self-confidence of the child, 
since he estimates the importance of the organ inferiority only by the outward 
defects thereof and by his own subjective impression.” 


The writer stated, ““An organ inferiority is never static. It is not something 
that merely exists. Rather it operates dynamically through the final use to 
which it is put. . . . The decision is simply a question of more or less courage, 
of whether the child allows the difficulties resulting from an organ inferiority 
to discourage him or not. On this depends the course he subsequently takes.” 
(13, p. 36) 


(2) The mechanism of compensation, as Adler described it, has been 
elaborated upon and clarified by many authors. We shall mention only a few. 
Shoobs stated, ‘Physical inferiorities may bring about not only physical com- 
pensation, but also a mental reaction or attitude towards this extra handicap in 
life. Neither body nor mind will tolerate an inferiority, a weakness or an 
injury. An immediate compensation takes place to improve this unfavorable 
condition.” (24, p. 58) He reiterates Adler's biological principle of compensa- 
tion: “Nature responds to a deficiency or inferiority in three ways: (1) Suc- 
cessful overcoming or compensation, (2) Complete breakdown of the organ 
or part affected, (3) Exaggerated over-compensation.” 


Beran Wolfe specified some ways of compensation. “Compensation for 
detects, whether real or imagined, may be effected in the following ways: 


1. By training the defective organ or faculties, in which case the function of the 
inferior organ may frequently become superior to that of a normal organ. 

2. By substituting the function of another healthy organ for that of the inferior organ. 

3. By the development of a situation in which the defective organ is advantageous. 
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4. By the construction of a ‘psychic super-structure’ of compensation in which the 
whole organism reacts in such a way that the extraordinary sensitivity of the 
inferior organ or function is translated into socially useful behavior.” (29, p. 87) 

Alexandra Adler stated, “Persons having a definite organic inferiority may 

be thus stimulated by their handicap, and in fighting to overcome the difficulty 
they frequently develop beyond the average, because they strive harder than the 
others . . . In these individuals one can trace the process of compensation and 
of over-compensation to their initial handicap, leading to a successful solution 
of their problems.” (1, p. 3) 


(3) The term “Inferiority” presents serious semantic problems. The words 
“inferiority”, ‘‘inferiority feelings”, and “inferiority complex” are used in the 
literature without sufficient differentiation. A clarification of each term is 
imperative. 


Inferiority can refer to any objective inadequacy in function or in status. 
But it does not necessarily produce an inferiority feeling. A person may be weak, 
deficient or of low status without any realization of inferiority. On the other 
hand, an inferiority feeling may exist without any real inferiority. The decisive 
factor in the dynamics of inferiority feelings is the person’s assumption of being 
inferior, either physically, socially, or in comparison to his own goals and 
standards. This assumption may not always be expressed on a conscious or 
verbal level:as the individual may not be fully aware of it. However, it can be 
easily detected in a psychiatric-psychological examination. Only the inferiority 
feeling can stimulate a compensation on the part of the individual, The situation 
is different in regard to biological inferiorities and organ deficiencies, because 
the whole organism takes them into consideration and may, therefore, prompt 
biological compensations and over-compensations, without any necessary aware- 
ness by the individual. 


_ The term “Inferiority Complex” applies to an entirely different psycholo- 
gical mechanism. A discouraged individual may use a real or assumed deficiency 
for the purpose of special benefit, generally as an excuse or an alibi for non- 
participation and withdrawal, or as a means to get special services or considera- 
tion, This is the only type of inferiority of which the individual is fully aware, 
as he tries to impress others and his own conscience with the magnitude of his 
defects. The “Inferiority Complex” does not lead to any compensation. It is 
a deadlock for any further development. ; 

Alexandra Adler clarified the difference between feeling of inferiority and 
inferiority complex: “We say that a person is suffering from an ‘inferiority 
complex’ when he reacts fatalistically to a crippling situation without attempting 
to correct or improve it. This should not be confused with the ‘feeling of in- 
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feriority’ which is present in everyone in certain situations, particularly in every 
child — a feeling which normally incites an individual to achieve future success- 
ful development.” (1, p. 2) 


The writer discussed the dynamics of the inferiority complex by describing as 

one of the four goals of the disturbing child his effort to “demonstrate his inadequacy.” 
“A child ... may be discouraged to such an extent that he cannot hope for any 
significance whatsoever . . . Then he gives up in discouragement and refuses parti- 
cipation and functioning. There seems to be no sense in doing anything if it will bring 
only defeat and failure. This defeat, then, looms as the greatest danger, and the child 
tries his best to avoid it, by proving his inadequacy to himself and others. He uses 
his inability as a protection so that nothing should be required or expected of him. 
In this way he tries to avoid more humiliating and embarrassing experiences.” (14, 
p.92) This point is later qualified: ‘It must be determined whether the child refuses 
participation in order to gain attention, to defy authority, to punish and hurt, or just 
because there ‘is nothing to be hoped for. In the latter case the child seeks excuses 
and hides himself behind an inadequacy which may actually exist, but more frequently 
has been suggested to him by his environment. Sometimes the child assumes an 
inadequacy out of a wrong interpretation of certain experiences and succeeds in 
impressing others with it.” (p. 261) 

(4) We have already mentioned some of the purposes and goals which 
can be obtained through deficiencies and disabilities. Dukes, in discussing 
Adler's concept of organ inferiorities, stated ‘Physical defects and illnesses are 
not necessarily injurious. We begin to see that they fulfill a purpose and may 
have significance and value to the sufferer.” 


An Experiment 

For example, out of 80 severely crippled children 36 were described by 
their teachers and housemothers ! as tending to use their disabilities deliberately, 
although not necessarily consciously. 24 of them used it for attracting attention. 
A characteristic form of an inferiority complex was exhibited by the children 
who were described as using their disability for special help, making themselves 
appear more helpless than they really were. Ten children fell into this group. 
Five tried to get special sympathy by displaying their disability, and seven 
exaggerated their helplessness to avoid necessary tasks. 

The applicability of the Adlerian concepts and techniques to the problem 
of physical disability can be best demonstrated in the discussion of individual 
cases. For this purpose three children were selected who had the same physical 
defect: all three had a congenital paraplegia with severe atrophy of the lower 


1 This is part of a research project by the writer under way at the Illinois Children’s 
Hospital School, Chicago, to study the psychological dynamics in severely handicapped 
children. I am indebted to Mr. Richard Eddy, Superintendent, for his permission to study 


and publish the material, and to Miss Ruth Ryder, the educational director, for her assis- 
tance in compiling the material. 
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extremities, caused by spina bifida, One youngster was bitter, revengeful, ex- 
pressing his hatred and unhappiness very openly. The second one was pleasant, 
apparently well adjusted, neither striving too hard nor avoiding tasks nor social 
relationships. The third was a go-getter, highly ambitious, who was determined 
to go through college despite of the fact that she had no home, no money and 
had never been out of her wheel chair. Only a few striking facts, ascertained 
by reports and through interview, shall be presented here, omitting, out of 
necessity, many details and aspects of each case, in this short resume. 


CasE No. 1. Edward, age 19, responds readily, but in a curt way and not too 
frankly. He is most outspoken when he complains. And he complains easily, as he 
does not like anything around him. He does not like it at the hospital (although 
almost all the other children express enthusiasm). He says he has nothing to do, 
just sit around. He would like to listen to the radio, but finds fault with the one 
which is there. When asked about his relationship to the other children, he answered 
that he knows all the nurses. When asked about the food he replied, ‘The food here 
is slop.” He felt that he had been pushed around and was now “shoved aside” and 
“stuck” in another institution. — The report from the staff indicated that he uses 
the word “stinks” and “smells” frequently, when he wants to register dislike. He 
is quite opinionated and angered by those who take an opposite view. He shows a 
distaste for children who cannot use their hands, while he can use his. He gloats 
if others have to wait for help and he can get what he wants. He enjoys seeing 
people in uncomfortable and embarrassing situations. He is very much concerned with 
sex and was observed several times masturbating and in an act of exhibitionism. He 
wants a’ great deal of service. He had been at home until a few months ago when 


he came to the hospital. Asked about his future he indicated that he never gives it 
any thought. 


Family Constellation: Edward has two older sisters, 5 and 4 years older, and a ° 
brother, 2 years older. His information about the members of his family is scanty, 
although he indicated that his oldest sister and brother are rather similar in character 
and temperament while the second sister was not very ambitious, quit school and did 
not amount to very much. He liked both parents —so he says; his father was the 
one who punished him. He never played with other children, was most of the time 

- by himself, Father played with him a little when he was small, seldom one of the 
other siblings. He listened mostly to the radio and was taken out by one of his 
sisters in his wheel chair. He learned to read, but found no pleasure in it. The 
sisters read to him from time to time. 


Earliest Recollections: It was difficult first to solicit any early recollection, as 
the boy was not too commital in regard to personal information. Finally he told of 
an incident when he was 4 years old. He fell off of a radiator while sitting and 
looking out of the window. He fell on one leg, burned it and got a scar. 


Summary:2 Although the information about Edward's early childhood is very 
inadequate, a few important facts seem obvious. He was the baby of the family, 


2 Persons who do not have any practical experience with this type of examination 
may find it difficult to follow our conclusions. Briefly: the family constellation indicates 
the position of the child within the family set-up and the type of relationship which he 
established. The description of the personalities of brothers and sisters permits a com- 
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and apparently did not have many opportunities to experience his own strength and 
to make any <ontribution. He depended entirely on the service of others for his 
social position. But he has not even learned to win others, as he can only demand 
and complain; therefore, he does not receive enough service and becomes necessarily 
disappointed. His earliest recollection demonstrates his outlook on life, He is an 
outsider, an onlooker, but even in this position he finds no safety. Left by himself 
he is lost and only gets hurt. His disability probably plays an important part in the 
development of his life style and of his exaggerated sense of helplessness, with which 
he can intensify his demands on others (inferiority complex). However, similar 
attitudes and concepts are not too rarely found in people without any disability. His 
handicap made his position in his family only more precarious, and facilitated his 
mistaken interpretation of life that one can receive things without doing anything 
The important conclusion is that Edward did not develop much social interest, no 
courage and self-confidence. This is the basis of his social maladjustment. 


Case No. 2. Frank, age 15, is well developed and rather mature looking for 
his age. He is frank in his answers and pleasant in his responses. He came to the 
hospital a short while ago. He was at home before he came here and had teachers 
visiting him for instruction. He had only a few friends as he could not go out. At 
the hospital he is happy, goes to school, participates in many activities, has many 
friends, and is liked by them. There is no complaint about him nor does he complain 
about anything or anybody. 

Family Constellation: Frank has one sister, 10 years older. The mother took 
care of him and played with him a great deal. He did not get along so well with his 
sister, who was in many ways unlike him, She was more persistent, trying to be 
independent. She argued with him at times, corrected him when he did something 
wrong, like making a mistake at the piano. Frank felt closer to his parents, even 
more so to his mother. When he was small he had curly hair and people thought 
he was a little girl, He always tried to please, but was stubborn at times. 


Earliest Recollection: He remembers that, when he was not more than 1 or 2 
years old, somebody said, “Isn't this little girl cute?” He neither minded nor enjoyed 
this remark. When he was 8 years old he was sitting with his parents at the lunch 
table when a whistle blew. He asked what it was, and father told him that the war 
had started. 


Summary: Frank is also the baby in the family, but he learned how to win 
service in a pleasant way. He had a friendly relationship with his mother, while his 
sister increased his feeling of smallness and weakness by her attempt to demonstrate 
to him her superiority. He in turn tried to please and to get his position through 
conformity. His acceptance of life is, however, not without inner reservation. The 
earliest recollections indicate on one side the charming little being, which obviously 
is the role which he still plays, although not as a man. The second recollection shows 
clearly his distinction between the hostile world outside and the protection within 
his own family circle. He can conform when he is with a person who is friendly to 


arison of the means by which the patient and other members in the family sought and 
ound their social position in the group. The earliest recollections indicate the life style, 
the general outlook on life, as only those events are remembered which fit into this general 
outlook. From the family constellation and the earliest recollections one can deduct a 
person’s attitude toward himself, towards the group and towards life. 
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him, like mother, but is unable to cope with the situation where he has to contend 
with a stronger force, like his sister. He has sufficient social interest to permit an 
adequate social adjustment in a friendly and sympathetic group. However, his 
self-confidence and courage may not be great enough to bear up under adverse cir- 
cumstances. His physical handicap might have added to his inability to assert himself 
against his older sister. 


CasE No. 3. Eva, age 18, is described by the staff as an extremely independent, 
ambitious, logical, brilliant and well adjusted girl, except for a violent temper. During 
the interview she was very pleasant and answered easily and fully, without hesitation, 
mostly with a smile. She is a very pretty girl with a winning personality. 

She was in another institution for six years before she came to the hospital. She 
did not like it there. She felt too restricted and was kept in bed all the time. Here 
she likes it very much. She feels that she gets a chance to do things and feels treated 
like a normal person. She graduated just recently from high school, now she is taking 
a college correspondence course, and expects to go to college as soon as crutches will 
be fitted for her. (It is not yet certain whether this will be possible.) She has many 
friends and feels liked by everybody. She does not want to get married as she is afraid 
of the hereditary danger to her children. 


Family Constellation: She has a brother 6 years younger. Her grandmother 
took care of her because her mother was sickly. She died at the birth of her brother. 
Eva never felt close to father. He remarried shortly after mother’s death, and Eva did 
not like her stepmother. She felt her resentment because she required so much care. 
She does not remember her mother. Father was a reserved person who permitted 
nobody to come close; he was strict and punished her by spanking with a razor strop. 
She admits that she was a problem child after mother’s death, refused ‘food, threw up 
and was spanked for it. She does not remember much about her brother from whom 
she was separated after a few years. — At the end of the interview she refused to be 
pushed in her wheel chair and insisted upon wheeling herself. 


Earliest Recollections: She was 3 years old, it was Christmas eve and she was 
sitting on a little chair in front of a tree, holding her teddybear. 

At the age of 6, she went for the first time to school. Grandmother took her in 
a wheel chair which she just got. The teacher put her in an “opportunity room” 
because she was crippled. Her grandmother did not like that. Eva realized that all 
the other children were retarded. (Within 1 year she finished third grade work!) 


Summary: Eva was an only child until the age of 6, apparently well treated and 
perhaps over-protected by mother and grandmother. Suddenly she was dethroned, 
not only by the birth of her brother, but even more, by the loss of her mother. She 
was thrown out of her paradise. From then on she had a life full of hardship. She 
protested by becoming a problem, refusing to cooperate, and then becoming com- 
pletely independent, standing on her own against the hostile world. Both recollections 
reflect this attitude. At the age of 3, while she still was with mother and grand- 
mother, she remembers only the situation when she was alone with her teddybear 
under the Christmas tree. The picture of peace and pleasantness shows her all by 
herself, needing nobody else. Then again, when she enters school, she has to stand 
up for herself against a hostile world. She can show her own ability to those who 
are unfair to her. There is an obvious desire for superiority to make up for her deep 
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feeling of insecurity within the social group. Her courage seems to be greater than 
her social interest. As long as she can excel, she might do well. However, a close 
relationship, especially on the basis of mutual equality might be difficult for her. 

An interesting detail is her reluctance to think in terms of future romance and 
marriage. Her reference to the hereditary danger is obviously a rationalization. Her 
pretended inadequacy to function as a woman is a typical inferiority complex. Her 
real reason for evading sex is her desire to be independent. Her real inferiority feeling 
is her distrust in close relationships and her assumption that she will be hurt or 
unfairly treated. Her handicap accentuated inferiority feelings in the outside world, 
exemplified by her teacher and step-mother. This relationship was in contrast to her 
early relationship to her mother. For this feeling of physical and social inferiority 
she compensated with her intellectual ambition. But sex does not fit into this life style. 


We are now in a position to evaluate from our Adlerian point of view, the 
subject of disability. The question of how a physical disability influences the 
personality development and affects social adjustment cannot be answered 
through statistical investigation or through tests of the inventory type. Each 
individual formulates his own response to the experiences and difficulties which 
confront him and integrates the variety of experiences into one total outlook on 
life. In the three cases presented we have three individuals with almost identical 
physical handicaps. In case No. 1 the disability added to the feeling of help- 
lessness, discouragement and hopelessness and consequently led to social mal- 
adjustment. Neither courage nor social interest was adequately developed. In 
case No. 2 an adequate compensation was achieved through sufficient develop- 
ment of social interest so that social adjustment was possible. In case No. 3 the 
physical disability added to a compensatory drive resulted in extraordinary 
independence, self reliance and intellectual ambition. We can see how the 
personality, the life style of each individual is not only influenced by the dis- 
ability, but in turn determines the final effect of any physical disability. 


Certain statistical investigations may be of value, if they are not intended 
to prove values and qualities, but rather attitudes. Past and present attitudes of 
the individual, their courage or discouragement, their interpretation of them- 
selves and of their condition, will prove to be most decisive in the correlation of 
disability and social adjustment. 


Misinterpretations of Adler 


Some confusion in the literature results from semantic difficulties. Barker 
reviewed the reports of twenty-six authors and found that feelings of inferiority 
were mentioned only six times, compensatory behavior five times. In line with 
our discussion on the term “‘Inferiority Feelings” we can assume the authors 
who referred to this term were impressed by an inferiority complex, not an 
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inferiority feeling, as described by Adler. One has to go deeper into the dynamics 
to recognize the basic inferiority feelings. 


We find frequently in the literature references to the Adlerian concept. 
Many of them are mis-interpretations of Adler’s position. We shall discuss here 
some of the characteristic mis-understandings. Eisenson writes, ‘The Adlerian 
use of the term compensation differs from our use in that it presupposes the 
existence of an original weakness which the individual overcomes by developing 
it into a strength. No substitute response is involved in the Adlerian concept 
of compensation.” It seems obvious that this author is not familiar with the 
Adlerian literature. The development of weakness of one organ into strength 
of the same function is only one of many compensatory possibilities, described 
by Adler and his co-workers. The very examples which Eisenson gives for 
compensatory accomplishments are identical with those found in the Adlerian 
literature. Kammerer found compensatory behavior in 32% of the cases he 
studied. He reports that compensatory behavior occurred less frequently than 
timidity or evidences of inferiority feelings. From this he concludes that ‘There 
seems to be little support of the Adlerian conceptions.” The findings of this 
author do neither support nor negate Adlez’s concept. Adler never made any 
statement about the frequency in which compensation occurs. Whether the 
individual compensates for his disability or increases his inferiority feeling de- 
pends on the conclusion which each individual draws, on his courage and social 
interest. The relative frequency of one or the other type of responses in any 
incidental grouping of cases does neither prove nor disprove Adler's contentions. 


Even authors who seem to agree with Adler often mis-understand him. 
McKinney for instance, found that college students who were considered as 
poorly adjusted by their fraternity and house mates showed many more signs 
of physical weakness and bodily defects than those on top of the list of well 
adjusted students. He concludes from this that Adler’s contention of the im- 
portance of organic inferiority seems to be supported. But this is only partly 
true, because Adler emphasized that organ inferiorities may also lead to over- 
compensation. For this reason the findings of similar defects in the lowest as 
well as in the top group would prove the ambivalent nature of organ inferiorities. 


Barker et al recognize that only the early writings of Adler assumed “an 
unknown, direct, neurological connection between inferior organs and central 
nervous compensations, (while) in the later development of the theory this 
organic basis became more and more tenuous. A purely psychological drive for 
mastery or protest against inferiority became the central figure, although the 
reference to the organic basis of inferiority feelings remain.’ This statement 
seems to be fairly accurate. But then Barker continues, “As developed by Adler, 
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the theory was untestable inasmuch as criteria of organic inferiority or com- 
pensatory behavior were never established.” We can agree: Life style, courage, 
social interest, which are the most important factors determining the social 
adjustment of individuals with physical handicaps, cannot be “‘tested”’, at least 
not with the available method of testing. They require “examination” of each 
individual. This should not be too objectionable to Barker, who expressed his 
own doubts as to whether tests are suitable for our problem. The “criteria” of 
organic inferiority and compensation cannot be established in a general way, as 
the significance of both factors vary with each individual. The overt behavior 
and mental, psychological and social abilities or deficiencies, observed at any 
one time, do not permit any conclusions about the original conditions and con- 
tributing factors without careful investigation of the dynamics of each individual, 
past and present. Adler’s main contribution is the development of a technique 
which permits a clarification of the psychological dynamics in each case. Only 
through such an individual analysis can the role of a disability, the existence or 
absence of compensation, the person’s attitude towards his disability and all 
the other factors which influence his social adjustment, be established. 


It occurs very often that authors argue with the Adlerian concept which 
they misunderstand, by presenting their own ideas which are really in line with 
Adler’s. Meng is such an example when he says, “Organic inferiority does not 
have the etiological significance for the development of neurosis which Adler 
claims ; but because of the frequent tendency to over-protect or to reject crippled 
children, inferiority feelings are common.” He, like so many psychoanalysts, 
quotes only from the earliest works of Adler, ignoring the development of his 
ideas and theories. In this way many analysts express Adlerian ideas, without 
knowing it, while at the same time quarrelling with some early statements made 
by Adler. 


We can fully agree with all the many authors who like Allen and Pearson, 
Pintner, Lowman, Meng, mention as a fundamental factor in the socio-psycholo- 
gical dynamics of physical disability the effort of the individual to achieve social 
acceptance. Lowman gives a resume of this situation with which we can fully 
agree. ‘Essential for good adjustment are a sense of security, acceptance by a 
group and successful achievement.” We have to add that in our opinion the 
only basis for security is courage, self-confidence and social interest. 


Summary 


Statistical approaches and inventory tests are insufficient to clarify the re- 
lationship between physical disability and personality development, social ad- 
justment and achievements. Each handicapped individual formulates his own 
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response to his disability in accordance with his life style, which can only be 
determined through dynamic psychological investigation, Alfred Adler de- 
veloped a specific technique to determine the life style of each individual. This 
life style is developed in early childhood through the interpretation which the 
child makes of all the experiences and difficulties with which he is confronted. 
The disability is only one, although often an important factor. Not what the 
child has —in hereditary endowment and environment — but what he does 
with it, is all important. Courage and social interest, or the lack of them, de- 
termine whether a disability permits a good adjustment or leads to permanent 
failure. Many references to Adler’s concepts are based on misunderstandings 
caused either by knowledge restricted to early and poorly translated works, or by 
a semantic confusion about the terms “Inferiority Feelings” and “Compensation.” 
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Studies in Adjustment to Visible Injuries: 
Social Acceptance of the Injured: 


GLorRIA LADIEU, DAN L. ADLER, TAMARA DEMBO 2 


In exploring the social-psychological problems of the visibly injured, one 
sees the constant striving of the injured person to combat what he considers the 
negative implications of his injury. Among these he counts a variety of attitudes 
and behaviors which the non-injured direct toward him; e.g., they display un- 
warranted pity, and treat him as an object of curiosity. In general, the injured 
feels that as a person he is set apart from people at large. What he demands 
above all is social acceptance. 


The gravity of the problem as seen by injured people is epitomized in the 
statement of one amputee: 


“You can’t write an article about it. It can be said in one sentence — There is no 
* acceptance.” 


Although this is an extreme instance, .it reflects in nature, if not in degree, the 
general problem as seen by the injured man. | 


When he demands social acceptance the injured may ask the non-injured 
to assess concomitants of the injury in a practical way, and to behave accordingly. 
Thus, the non-injured are to avoid exaggeration and to eliminate misconceptions 
regarding the limitations set by the injury. 


On the basis of interviews? with 125 visibly injured persons* we can 


. 1 The work described in this paper was done partially under a contract between Stan- 
ford University and the Office of Scientific Research and Development, recommended by the 
Committee on Medical Research, partially under a contract between the Research and 
Development Board of the Surgeon General’s Office of the Army and Stanford University. 
The Advisory Board of the project included: Ernest R. Hilgard (Chairman), Roger G. 
Barker, Paul R. Farnsworth, George S. Johnson, Donald E. King, Quinn McNemar and 
Calvin P. Stone. 

2 The research staff included: Dan L. Adler, Tamara Dembo, Eugenia Hanfmann, 
Helen H. Jennings, Gloria Ladieu, Milton Rose, Ralph K. White and Beatrice A, Wright. 
The three mentioned above are responsible for the writing of this paper. 

We wish to acknowledge the help of Donald Glad, Research Assistant. Special thanks 
are given to Alice Phillips Rose, Research Assistant, who volunteered to work on the 
project. We highly appreciate the cooperation of the staff and patients of Bushnell General 
Hospital and Dibble General Hospital. 

3 For detailed account of the interview procedure, see: Studies in Adjustment to 
Visible Injuries: Evaluation of Help by the Injured. Ladieu, G., Hanfmann, E., and 
Dembo, T., Journal of Abnormal and Social Psychology, April, 1947. 


Studies in Adjustment to Visible Injuries: Evaluation of Curiosity by the Injured. 
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summarize what, for them, constitutes social acceptance; what obstacles, in their 
opinion, stand in the way of such acceptance; and what procedures may alleviate 
or eliminate the negative implications of injury with respect to acceptance. 


Acceptance versus Participation 

First and foremost it is important to differentiate between what may be 
called non-participation and non-acceptance. Non-participation is seen by injured 
and non-injured alike as a reasonable abstinence from social activities which are 
limited by the reality of the handicap. Neither the injured nor the non-injured 
could expect, for example, to have a leg amputee play on a company baseball 
team which competes with other teams. The injured man might miss the activity 
keenly, but knowing that he cannot meet the physical requirements, he is not 
apt to see the situation as one of non-acceptance. Non-acceptance, from his 
point of view, is a one-sided affair, resting primarily upon the negative attitudes 
of the non-injured. It appears as a resistance or reluctance to admit him to 
various kinds and degrees of social relationship. Unlike those instances when 
actual physical limitations exclude him from an activity, it carries with it an aura 
of ostracism. 


Frequently the injured feel that there is a discrepancy between what the 
non-injured see as the physical, social and psychological limitations of the injury, 
and the limitations actually present and acknowledged by the injured. Frequently 
when the non-injured judge that physical limitations preclude an activity, the 
injured know that some form of participation is possible — that the limitations 


White, R. K., Wright, B. A., and Dembo, T., Journal of Abnormal and Social Psychology, 
Oct., 1947. 


4 Distribution of Subjects with Regard to Type of Injury 


Amputation: 
Leg 
below knee and Symes 30 
above knee 25 
bilateral 3 
Arm 
below elbow 12 
above elbow 9 
bilateral 3 
One arm and one leg 1 
Fingers 4 
Plastic Surgery: 
Facial Injuries 24 
Hand Injuries 4 
Other Visible Injuries: 10 
Total: 125* 
* Hospitalized Veterans 88 
Non-hospitalized Veterans 22 
Civilians 15 
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are not really coextensive with the demands of the situation as seen by the 
non-injured. 

The margin of difference between the two points of view may spell the 
difference between non-participation and non-acceptance of the injured person. 
Moreover, it often may give the appearance of willful avoidance of the injured 
on the part of the non-injured, even though this be not the case. If, however, 
the difference is resolved, the situation merely becomes an instance of non- 
participation, and the problem of acceptance does not arise. 


Reasons for Non-acceptance 

The injured feel that they cannot be expected to shift their attitudes con- 
cerning their physical limitations in order to narrow this margin, since they feel 
that they are the ones who really know the actual reality limitations in their own 
cases. They feel that it is the non-injured who have to re-examine their attitudes 
for possible misconceptions, biases and mistaken beliefs in order to reduce the 
discrepancy. In the following sections we shall give our attention to these mis- 
conceptions as they are pointed out by the injured, They will be discussed under 
three headings: namely, misconceptions which pertain to the physical limitations 
of the injured, to the appearance of the injury, and to evaluations of the worth 
of the injured as a person. 


A. Physical limitations 

A far-reaching misconception is the tendency on the part of the non-injured 
to overestimate physical limitations imposed by an injury. Some statements taken 
from the records exemplify this error: 

“Everyone was going dancing. Everyone had dates but I stayed home . . . The boys 

thought I couldn’t dance. I was quite unhappy for a while.” 

“It doesn’t follow as night and day that a man with a high AK (above knee ampu- 

tation) can’t go on a hike . . . I would just invite him and if he declines, well, he 

will thank me for my kindness in inviting him.” 

The simplest remedy is clearly indicated in the quotation above. Since the 
non-injured cannot readily acquire information as to the variable capacities of 
the injured, they may indicate their willingness to have him participate, and 
leave to him the judgment of whether or not he will be able to do so. The non- 
injured may feel that in the event that participation is impossible, it will seem 
inconsiderate to have even suggested it. The danger of hurting the feelings of 
the injured, however, will be no greater than in other non-participation situa- 
tions. ‘At the same time the additional distress of apparent rejection will be 
avoided. 

The manner of approach indicated is also of value in minimizing another 
kind of misconception. This is the failure on the part of the non-injured to 
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realize the ability and willingness of the injured to participate socially by playing 
a role different from the usual one. Thus, the injured point out: 

“I don’t feel bad about not being a fisherman, and I got a kick out of going along 
and watching . . . A fellow who can’t play basketball quickly resigns himself to 
being a spectator . . . I will go out and referee if the kids are playing.” 

“I played in Pride and Prejudice. Someone said, ‘She limped just like an old person’. 
Ingenue parts — if you can’t do that, that doesn’t mean you can’t do anything.” 

“In high school we had a baseball team. I would hit the ball and they would run 
for me. That was a tremendous thing they did. . . . When they put me on the 
baseball team that was great. Then I was in the group.” 


The implication is that the injured person, motivated by his changed circum- 
stances willingly restructures situations so that he may become a participant. 
The restructurizations may range from quite simple to rather extensive ones. 
Since the non-injured lack the strong motivation of the injured, they are less apt 
to think of such expedients. Accordingly, they are asked to forego any precon- 
ceived ideas of “possible” roles for the injured, and provide, instead, the op- 
portunities for his social participation. In this way the injured person may 
determine the manner of participation which is compatible with both his interests 
and ability. 


In addition to the misconceptions regarding injury-imposed limitations, 
there are special problems engendered by the reduced ease and speed of perfor- 
mance of the injured. Whether the injured are denied participation or not, they 
feel that the non-injured emphasize the inconvenience which they must endure. 
The injured attribute to the non-injured an apparent unwillingness to “bear with 
him and be patient and all that”. A few examples suffice to make their point 
clear: 

“When you go in a public place you don’t want to be fiddling around with your 

overcoat. They don’t want to wait for you all the time.” 

“And when you're hiking you tire out easy. People try to sympathize and wish you 

hadn’t come on the trip and they don’t want to associate with you.” 

Whether these attitudes are actually maintained by the non-injured, or only 
projections of the injured’s fears, the result is the same —a feeling of non- 
acceptance on the part of the latter. 


Assuming that the non-injured wish to include the injured person, it would 
be well to clarify the degree of inconvenience which the non-injured may be 
expected to bear. If the inconvenience is slight, they will take it as a matter of 
course — just as a man will slow his pace in the company of a woman, They 
will, too, be expected to make slight changes of plans to make easier or less 
awkward the participation of the injured. An arm amputee suggests, for ex- 
ample, the following: 


“Of course, if a person has one arm you don’t want to invite him to a steak dinner. 
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Arrange your menu accordingly. Have croquettes or something that can be handled 
with one hand nicely.” 
More can be expected of close persons than of casual acquaintances in both these 
respects. In the main, the performance of the injured may be judged not by 
their efficiency and smoothness of performance, but in terms of the end achieved 
— successful participation in a social group. 


B. Appearance of the Injury 

The discrepancy between the beliefs of the non-injured, and the facts as 
they exist, operates relative to the appearance of the injury just as it does relative 
to injury-imposed limitations. One of its forms seems to be an over-estimation 
of the “unsightliness” of the injury, which prompts the non-injured to avoid 
the injured man lest they be forced inadvertantly to view the injury. Even close 
family members may contribute to this kind of non-acceptance: 

“Mother and Dad were afraid to look. They thought it was wide open. They couldn’t 

understand how it healed so soon.” 

The non-injured who himself has no “squeamishness’” about seeing the 
injury is, nonetheless, careful to consider the feelings of others who might be 
more sensitive. He may, for example, hesitate to invite a visibly injured person 
to a'social gathering because of the discomfort it might cause his guests, and 
secondarily, the injured man. The tendency here is probably in the direction 
of overestimating the frequency and strength of such negative reactions. 


Such generalizations appear to be more the product of anticipation than 
of realism. With reference to such feelings, the non-injured should remember 
that the ‘‘unsightliness” of the injury cannot be judged until seen. Further, 
familiarity and social contact with the injured may serve to lessen the feelings 
of aversion, whether they arise in anticipation or in actuality. Of such contacts 
the injured say: 

“You are conscious of the thing all the time and the public is too, more so than you 

are until they are accustomed to it and then like us they don’t even see it. After the 

public sees it it won't matter so much any more. I felt that way myself. After you 


are around them (other injured) a while you don’t notice it. You think different and 
you see different.” 


“Pity, repulsion, surprise, horror . . . they have a feeling of distaste — that’s the first 


impression. After they have seen it a while they get used to it, and it doesn’t 
bother them.” 


Limiting such contacts because of the expectation of aversion stops the educative 
process. which the injured call ‘“‘getting used to” the injury, and unnecessarily 
isolates them. 


C. Personal evaluation 
Another important consideration is felt by the injured to militate against 
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their social acceptance. They believe that they are evaluated by the non-injured 
not only in terms of the physical aspects of their injury, but in terms of presumed 
psychological concomitants as well. There appears to be a spread of evaluation 
from characteristics actually affected by the injury, to other characteristics not 
necessarily so affected. This “halo” phenomenon is considered as generally de- 
 valuative or negative. Thus, the injured point out: 


“The majority think, in case a man is injured it throws him completely into another 
world or something, and it doesn’t.” 

“I think most people would think it would give a man an inferiority complex .. . I 
expect they’d think he’d be shy and sensitive. . . . The people who came expected 
to see me in a much worse mental state than I was. I was pretty cheerful.” 

“If they could just see the morale of these fellows they would feel a lot different. 
They feel he is disabled and doesn’t want to be around anybody.” 


In similar fashion the injured imply that the spread of evaluation may go 
so far that the injured person is considered in a position of lower status and 
unworthy of acceptance. 

“Some people do condescend to the injured. I can’t appreciate the basis for that 

attitude but it does happen.” 

“A lot of people feel sorry, think you're a cripple, and look down in a very severe 

way.” 

“You can just tell by the way a person looks. Some women will look at you as though 

they have a sorry look. Other people will look at you as if in contempt.” 


When the injured do not feel seclusive, or know that — aside from the 
injury — they are not “handicapped”, it is the non-injured who must shift 
preconceived and erroneous attitudes, It is they who can best obviate the ac- 
cusation of ‘“‘willful” non-acceptance. 


Apparent versus Genuine Acceptance 


Sometimes, though the injured person is given access to activities and re- 
lationships, he feels rejected nonetheless. These are instances in which he at- 
tributes to the non-injured unwelcome motivations such as duty or pity or the 
empty gestures of acceptance devoid of genuine pleasure in sharing the social 
situations with him. Such acceptance he interprets as ‘apparent’, in contrast 
to the genuine acceptance which he seeks. 


The anxiety of the injured in this regard makes him ascribe unwelcome 
motives when they do not exist, and to seek assurance of genuine rather than 
apparent acceptance. For example, a non-injured woman reported that a man 
with whom she had spent an enjoyable evening, remarked, “You'll probably 
be angry but I'll ask you anyway. Did you go out with me only because I am 
an amputee?” 
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An injured woman expresses anxiety about her acceptance in this way: 


“There may be a feeling of superiority on the part of the other person, that he is 

patronizing you in being with you for that hour. It has never happened to me. I 

imagine it could happen. You would feel he didn’t want to bother to be with a 

handicapped person. . . . 

“I don’t think this has ever happened, but I guess it has — they are doing you a favor 

being with you. It has never happened to me. They might pity you. . 

“I would like to know if they feel superior to the other person, whether they realize 

it or not, and because of this feeling, if they have it, are they being with you because 

they feel they owe it to you, the less fortunate?” 

Apparent acceptance is then not more welcome than non-acceptance — per- 
haps even more disturbing. In each, the injured see an underlying inability or 
unwillingness in others to know them as they actually are. 


Summary 


This discussion of social acceptance of the injured is limited to the prob- 
lems as seen by them. Three general questions are considered: a) what charac- 
terizes social acceptance or non-acceptance, b) what, according to the injured, 
are some of the reasons which account for their non-acceptance, c) how may 
some of these difficulties be reduced or resolved? 


In considering these questions we have indicated the distinction between 
non-participation and non-acceptance, and between apparent and genuine accep- 
tance. The reasons for non-acceptance of the injured are developed mainly in 
terms of the misconceptions of non-injured persons relative to the injury and its 
effects. The discrepancies between points of view of the injured and non-injured 
are pointed out. Particular reference is made to the non-injured’s evaluation 
of the physical limitations of the injury, its appearance, and its affect on the 
personality of the injured person. Remedies aimed at correcting misconceptions 
and reducing the indicated discrepancies are suggested. 
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Personality Crippling Through Physical Disability 
THomas D, CuTSFORTH 


From a theoretical point of view, it is possible to integrate a physical dis- 
ability within a healthy, well-rounded personality. However, clinically, a per- 
sonality so constructed is rarely if ever encountered. It seems to be an inevitable 
personality growth process to shape the self regarding attitude about the existing 
disability, with very little realistic evaluation of the actual incapacitation which 
it entails. For example, a case of acne in an immature individual can produce 
as much functional disability as complete physical incapacitation does in one 
who is more mature. 


There are many factors within the individual and within the society in 
which he lives that render him incapable of dealing with his disability in terms 
of its degree of physical incapacitation alone, and among these are factors which 
really incapacitate to a much greater extent than the physical defect itself. 


From the attitudes of those about him, the disabled person is given a status 
and a definition which he both accepts and rejects. Within himself, he has a 
ready made tool for the manipulation of his social world. The manner in which 
he employs this tool depends both upon his degree of emotional maturity and 
upon the specific attitudes of the group in which he lives. 


It is the purpose of this paper to describe and discuss the personality factors 
that the condition of blindness induces when an individual so affected attempts 
to live in a social world unaccustomed to blindness. Any discussion of the 
personality difficulties and social maladjustments of the blind, within the brief 
limits of this paper, will appear too generalized, and will suffer much from 
over-simplification. Many extraneous factors add complexities which too often 
are not carefully enough differentiated from blindness itself. Thus, even a slight 
mental defect can become a causal factor in personality difficulties which will 
not be recognized as distinct from the more obvious physical defect. The effect 
that congenital syphilis has upon the mentality of the individual, for example, 
is a much greater factor than blindness. 


It is true that blindness makes life more difficult, hut blindness alone cannot 
explain the amount of disability, physical, social and economic, that is found 
among the blind. The disability and incapacitation so commonly found have 
their origin not in the physical condition, but in the impact of the individual 
upon society and its attitudes. 
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Dynamics of Insecurity 

The blind child or adult does not live long in his social world without 
accepting, in greater or less degree, the attitudes of others towards him. In the 
case of the child, these attitudes are mostly acquired after sight has been lost. 
In the case of the adult, the attitudes already have been acquired in large part 
prior to the loss of sight. They are his own social attitudes inflicted upon himself 
— the attitudes he has previously expressed towards others in a similar con- 
dition. Hence, in both cases, the effects are deep rooted and extremely persistent. 


Regardless whether these attitudes are the result of accretion from society, 
or whether they are self-inflicted, they have the same result. The individual 
soon feels himself separate and apart from the group. This feeling of insecurity 
lays the groundwork for a complex pattern of self regarding attitudes of social 
inadequacy, a pattern which is increased in width and depth by the individual's 
attempt to establish security and identity with the group. 


There are two reaction patterns of establishing ego-importance in the group 
and regaining a feeling of security and self-assurance. The first is the pattern 
of compensation. In following this pattern, the individual attempts to prove 
to himself and to the group that the inadequacy does not exist. He develops 
along the line of the compulsive personality. The second pattern is that of retreat, 
wherein the individual accepts his feelings of inadequacy as a true evaluation 
of his ego-itnportance and establishes a false security by failing to meet life 
aggressively. He develops hysterical responses which only add conviction to 
his feelings of inadequacy. 


It is impossible to classify blind individuals categorically in either one of 
these personality groups. While one pattern will dominate in a given personality 
structure, both tendencies will be in operation. It is this dual pattern which 
makes the blind individual apparently so erratic, inconsistent and difficult. His 
social world tends to approve, develop and exploit his compulsive compensations, 
and at the same time to deplore and be baffled by his hysterical responses. It is 
obvious that any therapeutic program for the adjustment of the blind personal- 
ity that concerns itself only with the correction of either or both of these person- 
ality malformations is doomed to failure. 


Therapeutic or educational emphasis upon compulsive symptoms leads in 
the dangerous direction of creating lopsided personalities, monstrosities or 
geniuses, as the case may be. It is work in this direction that produces the ac- 
complished blind vocalist who is incapable of shining his own shoes or emptying 
the kitchen garbage can. It is work in this direction that produces the brilliant 
student whose personality would render him incapable of even giving away 
papers at a news stand, 
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Aside from failing of its social purpose, the over-development of compen- 
satory aptitudes achieves little for the stability and emotional security of the 
blind individual himself. In spite of the approval that educators and social 
agencies for the blind place upon these compulsive manifestations, and in spite 
of their tendency to foster and exploit them whenever possible, compensations 
are as much evidence of personality pathology as are the less approved and more 
baffling hysterical reactions. 


The second pattern, the hysterical tendency to be dependent, to seek 
protection, to withdraw into blindness, is only another attempt to achieve ego- 
importance, this time by the regressive route. Such hysterical phenomena are 
well recognized and much discussed by those who have lived and worked with 
the blind, and, in the minds of many, they constitute, in themselves, the material 
of a psychology of the blind. 


In spite of their familiarity, these two patterns of behavior in the blind 
are not too well understood. Essentially, they constitute the disabled person’s 
apparent choice of proceeding “in spite of this disability”, or “because of this 
disability.” Outwardly, the individual may appear as though a high degree of 
integration has taken place, but the clinical picture reveals a personality with 
full acceptance of an inadequacy pattern. Inwardly, both types of reaction are 
fundamentally neurotic. 


Neurotic Manifestations 


There is nothing mystical, unnatural or indecent about a neurosis. Such 
a condition is the result of the very best efforts of an individual to gain recogni- 
tion and approval on his level of emotional maturity, with his degree of insight 
into the*social relationships involved. Four important factors are always found 
in any neurotic condition. First, the individual fails to establish himself in his 
social relationships at his own self-evaluation. Second, he meets the situation 
with inadequate emotional response; that is, he fails to feel the natural, normal 
irritations, resentments and furies produced by failure of accomplishment. Third, 
he makes an unconscious attempt to resolve the tensions from anger by with- 
drawing from the objective world and concentrating attention, interest and 
concern upon the subjective realm. Fourth, he employs a substitute problem 
which gives a false feeling of assurance and importance. 


It is not necessary to discuss even briefly the first step of this process, for 
nearly all the literature on the blind is concerned with it, and all the social 
attitudes make this situation inevitable. However, it is necessary to point out 
the fact that the self regarding attitudes of the blind are just as important in 
creating the conflict as are the attitudes found in others regarding them. 
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Perhaps the least understood and appreciated aspect of the neurosis involved 
in blindness centers about the reaction pattern produced by inadequate emotional 
response. It is a characteristic bio-social mechanism, common to animal and 
man alike, that docility and compliance are resorted to in attempts to establish 
ego-importance, and gain approval and security. The domestication and training 
of animals make use of this neurotic mechanism. It is accomplished by sub- 
merging aggressive resentment towards others, and substituting anxiety as to 
their attitudes towards us. 


The blind live in the same social world as does my spaniel. If you must be 
a dog, at least you can be a nice dog. He is. His ego demands my affection and 
approval. And he sacrifices his aggressiveness, his normal temper and pugnacity 
to attain it. With strangers, he is not neurotic. He is a healthy, aggressive, self- 
assured dog. 


The inadequate emotional response of the blind is undoubtedly the greatest 
factor in their debilitation. The emotional acceptance of any feeling of in- 
adequacy, either real or imaginary, is a preparatory step toward rendering the 
individual dependent upon those from whom he seeks approval and acceptance. 
The individual who meets his social world with the ego demand that he be 
given recognition in spite of this or because of that, becomes a passive recipient 
rather than an aggressive giver in his social relationships. As has been stated 
above, this comes about by the conversion of aggressive emotional responses 
toward the objective world into subjective anxieties regarding security. 


This subtle mechanism acts as a two-edged sword in the life of the neurotic. 
He dare not assume the responsibility of aggressive action, and galls under 
passive acceptance. The blind, like other frustrated personalities, trade the 
birthright of self-assurance that goes with aggressive action, the courage that 
goes with anger, and the audacity that goes with rage for ineffectual action, 
compliant passivity, and the self-contempt of a dependent. 


The egocentric swing of attention and interest that always results from 
inadequate emotional response takes a variety of forms. Perhaps the most serious 
and crippling effect of the withdrawal from objectivity and the concentration 
upon subjectivity is the rigidity that is produced in the personality. This 
mechanism presents the same problem to the teacher and worker for the blind 
as it does to the clinical psychologist. This rigidity renders the individual in- 
capable of meeting situations except in terms of his own self-evaluation. In 
compensatory manifestations of the self regarding attitude, the individual cannot 
meet a new situation because of his superiority; ‘I am too proud, too smart, 
too decent.”” In the hysterical manifestation of the same mechanism, the rigidity 
takes the form of reticence; “I am too sensitive, too inexperienced, too weak, 
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too timid.” In the educational and vocational activities of the blind, this rigidity 
is a more serious disability than among the seeing for, because of the physical 
limitations, the individual has less choice of alternative action. Many times the 
condition of blindness itself is blamed for the incapacitation resulting from this 
very common neurotic trait. 


When, in the course of personality conflict, unresolved tensions heighten 
the physical, emotional and mental awareness of the self, it is not to be expected 
that these responses to the self will go on without objective expression. Mani- 
festations of this mechanism are common among the blind in the form of day 
dreaming, fidgeting habits, and various automatisms. It has been the general 
feeling that somehow these apparently meaningless activities are inherent in the 
state of blindness. Seldom have they been regarded as an inevitable and ines- 
capable phase of a neurosis. 


The so-called “‘blindisms’” which comprise a large variety of socially ob- 
jectionable habits, are only the responses of the individual reacting to his own 
physical awareness, in an attempt to resolve the tension and gain the satisfaction 
denied by his own non-aggressiveness. Blindness is no more the cause of this 
automatism than vision is the cause of nail biting, thumb sucking and autoerotic 
manifestations in the equally neurotic seeing child. Likewise, day dreams and 
fantasies are an expression of the heightened emotionality resulting from con- 
flict. They mesh with reality quite as well as the day dreams and fantasies which 
the clinical psychologist encounters in frustrated seeing persons. 


It has long been an accepted concept in psychiatry that the strain of a 
personality in conflict with itself will either bring about an objective adjustment, 
or, sooner or later, find some means of resolving the conflict; the new form 
being known as a conversion mechanism. Conversion mechanism may take many 
forms, and conversion symptoms can be either real or imaginary; but when 
real, the symptoms are exaggerated far beyond their intrinsic importance. Some 
of them are periodic, appearing when strain and conflict become critical, dis- 
appearing when the crisis has passed. Apparently, there is a tendency to employ 
any specific, chronic state or condition as a conversion symptom when one is 
needed. Since this pattern is a common human reaction, we cannot demand that 
the blind be a solitary exception. Like the infantile paralytics, they have an 
avenue of escape already prepared, To those who are acquainted with both the 
blind and the neurotic personality, it is unnecessary to elaborate the possibilities 
that blindness offers, and to those who are not so acquainted, it would be futile. 


If an accurate clinical survey could be made of the escapes and conversions 
employed by the blind, undoubtedly the following results would be found. 
Among those individuals who were employing their physical condition as a 
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successful escape and retreat from reality and objectivity, there would be a 
marked absence of other forms of symptoms. On the other hand, among those 
individuals who were most successful, and who were assuming the responsibility 
for their own adjustment and social relationships, we would expect to find a 
high frequency of the same sort of psychosomatic disturbances that are found 
in the neurotic population of the seeing. This clinical concept might be used as 
an index to the emotional health of blind persons. Those who show psychoso- 
matic disturbances such as nervous indigestion, migraine headache, cardiac 
symptoms, and the like, might be regarded as emotionally more mature, educable 
and adaptable than the less nervous who have ceased any attempt to meet the 
world except on the basis of their major conversion. 


Summary 


In summary, the following points should be emphasized: 


1. Among the blind, and presumably among other physically disabled individuals, 
the incapacitation of personality is disproportionate to the degree of physical 
incapacitation. 

2. All existing feelings of inadequacy in the personality are drained into the physical 
disability which, in turn, is made the emotional causal factor for their existence. 

3. The acceptance of all the inadequacies of the personality in terms of the disability 
causes the individual to adopt an overwhelmed attitude towards his world, his 
responsibilities and his activities. This hysterical reaction serves’ only to deepen 
the conviction of deficiency and disability. 

4, The attempt to compensate for the feelings of inadequacy drives the individual 
oftimes to the achievement of successes, but never to personality adjustment. 


Much further data on the relationship of physical and emotional disability 
in the blind is needed. A few such problems are suggested below. 


1. Since we have fairly accurate clinical figures on the frequency of psychosomatic 
disturbances in the seeing, it would be valuable to have similar data for the blind. 
It would be useful to know how frequent among the blind is the occurrence of 
gastric ulcers, migraine headaches, asthma, neurodermititis, cardiac symptoms, 
alcoholism, sex delinquency, and the like. 

2. Blindness frequently occurs in the upper age levels as a result of hypertension. 
It should be ascertained if, and how frequently, blindness is a contributing factor 
in the creation of a hypertensive condition. 

3. It might help define the personality development of the blind if a study were made 
of the personality structure and social adjustment of the children of blind parents. 
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Experimental Injury: An Approach to the Dynamics of Disability 


LEE MEYERSON 


The creation of experimental pathology is a fairly common technique in 
biology, physiology and medicine, but the value of experimentally created, 
temporary physical disabilities in the systematic study of the meaning of atypi- 
cal physique appears to have been overlooked. 


One of the great difficulties in somatopsychologic research, as well as in 
a number of other social psychological areas, is that in order to make psycho- 
logical sense, it is necessary to translate physical characteristics into psychological 
characteristics. Blindness, deafness, crippling conditions, heart disease, or age, 
sex, skin color, birth order, or any of the variations in physique that may have 
somatopsychologic implications are not psychological phenomena; and it is 
clear from the literature that they do not bear a one to one relationship to be- 
havior. Clearly, however, they do have psychological meaning. To be blind 
or seeing, sick or well, colored or white, first born, middle child or baby of the 
family, altho’ they may have different meanings in different cultures at different 
times, unquestionably influence behavior. 


The key problems are to discover ways of going beyond non-psychological 
phenomena to psychological meanings, and to create concepts that will enable 
us to order and understand what is found. When it is possible to do this, it 
will also be possible to explain why and how certain physical characteristics 
may result in one person developing psychological encystment, a second becoming 
aggressive, and a third showing no apparent effects. 


Intensive case study, especially of twins one of whom is disabled, analysis 
of personal documents, and the various projective techniques offer promising 
leads to these ends, Some limitations are: Persons interviewed may have had 
insufficient experience with normality upon which to base an adequate judg- 
ment; writers of personal documents may lack insight or the ability to express 
themselves clearly, and the results of projective methods may be difficult to 
interpret. 


One way of meeting some of these limitations is to select persons who 
satisfy desired criteria and create in them an experimental injury. This injury 
might be hardness of hearing requiring the wearing of a hearing aid, blindness 
or partial vision, crippling, or an illness that requires a person to live in a 
specified fashion. 
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Such persons can function in a variety of ways: 1) They may be instructed 
to record their behavior, feelings and emotions every thirty minutes over a 
period of time. 2) They may be observed by others in carefully arranged “‘spon- 
taneous” situations. 3) They may participate in psychodramatic role playing. 
4) They may serve as a stimulus in varied sociometric-type, or guess-who ex- 
periments. 5) They may give their responses to projective tests before and after 
incurring the experimental injury. 


Experimental Deafness 


The writer created experimental deafness in a number of children and 
adults by plugging their ears with a cotton and wax preparation for a period 
of 24 hours.! The reduction in acuity as measured by a pure-tone audiometer was 
approximately 30 decibels in the speech range, which is a relatively slight handi- 
cap. Speech in face to face conversation can be followed perfectly, altho’ the 
person will experience difficulty in following lectures in a large room. 


It is recognized that this was not a ‘‘natural” situation. The subjects knew 
that it was an experiment. As helpers they had status and support. They knew 
also: that the injury was not permanent since the plugs could be removed in 
24 hours, or sooner if they wished. There was some excitement from the neces- 
sity of keeping the injury secret even from their closet friends; and finally, it 
is understood that deliberate introspection may introduce bias. 


Nevertheless, with all these disadvantages and over a short period of time, 
it was possible to observe practically all of the behavioral phenomena that has 
been ascribed to hard of hearing persons. 


Results 


The following, for example, are a few of the introspections of psychologi- 
cally unsophisticated college students who had little or no knowledge of auditory 
impairment: 

Withdrawal: I was conscious of trying to remain aloof so that the girls 
at the table would ignore me. I felt as if I would like to go out of the 
house and be alone all day. 

At first I watched the professor and tried to understand, but soon 
gave up. 

I pretended to be in a terrible hurry getting ready to leave so I wouldn’t 
have to talk to anyone and maybe not understand what they said. 


1 Meyerson, L., unpublished research. 
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Aggression: The instructor talked in a very low voice. I spent most 
of the time thinking about how poor a teacher he was, how emotionally 
maladjusted he must be, and calling him every name I could think of. 

I decided to start the conversation myself and dominate it so I wouldn’t 
be left out. 


Lois asked me why I had been so irritable and nasty all day. 

Suspiciousness: 1 knew they probably weren’t, but I couldn’t help 
feeling that maybe they were talking about me. 

Bluffing: 1 nodded my head and pretended I understood, but I still 
don’t know what they were talking about. 

When they smiled, I smiled; when they laughed, I laughed; the rest 
of the time I made myself as inconspicuous as possible and prayed for the 
evening to end. 

Inappropriate Behavior: Once | thought the situation was humorous 
and could not resist a grin. Jane explained to me later that the girl was 
very ill and seeking advice as to whether to go to the hospital. 

I found out later that she was trying to be friendly, but I ignored her 
completely. 


Misunderstanding: 1 completely messed up the conversation with his 
mother. I was very pleased with myself when I finished talking to her and 
didn’t know until the next day that I had misunderstood her on so many 
points. 

Restlessness: 1 couldn’t decide what to do with myself. I was very 
restless and moved about aimlessly. Perhaps this general jumpiness or 
tension is due to a feeling of not being sure of oneself. The lack of self- 
confidence seemed to spread into a general feeling of uneasiness. 


Observation of the behavior of primary grade children who agreed to wear 


plugs for a school day revealed, as compared with their behavior on days when 
not wearing plugs, that there was definite avoidance or less active seeking of 
social contacts, increase in tension or restlessness, delayed reactions or non-reaction 
to verbal clues, greater alertness to non-verbal clues, increase in “bored”, 
“stupid” or “inappropriate” behavior, increase in evidences of fatigue and 
irritability, changes in quality and intensity of voice, and attempts at concealment 
of the injury by “preoccupations”. 


The results of psychodramatic role playing and sociometric-type experiments 


afforded similarly valuable data on the meaning of disability, attitude formation, 
and effective techniques for social action. 


2Based on 4 cases. I am indebted to Dr. L. J. Stone for the results on 2 of these. 
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Conclusion 

As a result of these experiments, one hypothesis appears to be strongly 
supported: The socially and psychologically undesirable behavior that has been 
reported for physically handicapped persons does not arise because the disabled 
are different kinds of people, but because they have been subjected to different 
kinds of life experiences. Altho’ individuals react in different ways to experi- 
mental injury depending, in large part, on their established behavior patterns ; 
if they are ego-involved in disability situations, experimentally injured persons 
behave in essentially the same ways as truly disabled persons. 


Experimental injury as a technique for uncovering psychological meanings, 
as a way of reducing marginality by giving disabled and non-disabled persons 
insight into conflict situations, and as a method for investigating important 
problems in personality, appears to be promising. 


71 











Rigidity in the Deaf and the Blind 


HELTON MCANDREW* 


In order to understand the deaf and the blind with their special educational, 
vocational, social and economic problems, we need to examine the effects of their 
handicaps upon their personalities. As both groups have been thought to have 
more neurotic tendencies than the normal seeing-hearing population, it seems 
desirable to investigate the problem of rigidity. It is difficult to compare the 
two groups, for the handicap of each excludes it from the natural mode of 
communication of the other. Therefore, it is necessary to descend to the 
modality of touch to find activities available to both and these are consequently 
very simple and not too interesting. 


We are using a broad Lewinian-type concept of rigidity and define it as a 
lack of variability and adaptability which results in a persistent repetition or 
continuation of an activity once begun and interferes with the making of ap- 
propriate adjustments to small changes in a situation. 


Rigidity of personality is revealed through behavior which in turn is ac- 
cepted as the product of the interaction between the person and his environment. 
Society expects the cosmopolite, who is constantly exposed to new people and 
situations, to be more socially adaptable than the mountaineer. The mountain- 
eer has encountered a few stimuli over and over again and has developed a few 
responses to meet these situations, becoming “‘set in his ways” early in life. His 
social systems are relatively undifferentiated and if he meets a strange situation, 
he has no available response so becomes awkward and embarrassed. 


Some experiments have shown the feebleminded to be rigid, and this 
rigidity has been attributed by Kounin? to a furction of the feeblemindedness. 
It might also be conceived to be, at least in part, a function of isolation from the 
objective environment. Such an explanation would also account for the feeble- 
minded trained in accepting, progressive environments appearing less feeble- 
minded and rigid than others of comparable intelligence. 


*Mrs. Sue Warren Little and the Misses Anne Armstrong, Jane Darden, Betsy Mueller 
and Julie Sprunt were examiners for the first series of these experiments and the Misses 
Marjorie Brown, Barbara Cline and Helen Kinder were the examiners for the second 
series. We wish to thank the faculties and students of The Virginia School for the Deaf 
and the Blind, The North Carolina School for the Blind and the participating Virginia 
Public Schools for their co-operation in making these studies. 

1Kounin, J. Experimental studies of rigidity, Character and Personality, 1941, 9, pp. 
273-286. 
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Investigators have long noted signs of rigidity in the common behavior 
of the deaf and the blind. The deaf are slow to comprehend a new idea and have 
trouble in following the shift of oral conversation, The blind often develop 
monotonous motions and fear to venture into strange territory. Both groups 
engage in simple, repetitive occupations which bore the normal person. 


It seems that these people are partially isolated from their objective environ- 
ments and hence become rigid and stereotyped. A sensory defect intercepts the 
passage of certain stimuli and this interferes with the interactive processes 
between the individual and his environment. Deafness or blindness separates 
a person from his fellowmen by curtailing communication, personal motility 
and the enjoyment of common pleasures and by diverting interests into substi- 
tute fields. 


We are thus led to hypothesize: Rigidity is a positive function of the degree 
of isolation. This isolation is caused by a barrier which exists within the 
personality structure but functions in the psychological environment by inter- 
fering with the normal physical, mental and social activities of the individual. 
Thus, the isolation may be physical, mental, social or any combination of the 
three, in different degrees in different people; but in general the deaf seem to 
suffer more from mental and social isolation while the blind suffer primarily 
from physical isolation. 


An Experiment 


Selected groups of twenty-five deaf, twenty-five blind and twenty-five 
normal children of comparable age and intelligence (mean I. Q.’s of each 
gtoup 100) were used to test the hypothesis in situations involving Satiation, 
Level of Aspiration and Restructuring by Classification. The indices of rigidity 
on the Rorshach Test were also used with the deaf and normal. 


In the satiation experiment, the children were taught how to make balls, 
sticks and canes; provided with plenty of clay, and an account of these 
modeling activities carefully recorded. The blind spent much more time on 
these simple, differentiated activities than either of the other groups, but showed 
positive indices of co-satiation from one task to another, and a few (partially 
blind) were so venturesome as to continue with free modeling. In contrast, al- 
though the deaf spent more time on each of the differentiated activities than 
the normal, this was less than that of the blind in each case; and they spent most 
of their time on free modeling, thus showing less co-satiation effects than either 
of the other groups. Therefore, the total satiation time of the deaf was more 
than twice that of the normal, while the total satiation time of the blind was 
almost twice that of the normal; but the distribution of activities within the total 
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satiation period differs significantly for the two groups. It appears that both 
the deaf and the blind exhibit some evidences of rigidity in that they will 
engage in simple activities for longer periods of time than the normal but their 
patterns of behavior are different. The blind prefer the differentiated tasks, 
appearing too helpless and insecure to attempt an undifferentiated one, and 
showed progressive co-satiation effects of one activity upon a related activity ; 
while the deaf found numerous ways of introducing variety into the field and 
remained there longer — showing less co-satiation effects. Both the deaf and 
the blind appear docile and the examiner often felt, in spite of minimizing 
pressure, that the children continued with the tasks because they thought that 
she wanted them to do so. The difference between the totally blind and the 
partially blind was impressive, the partially blind behaving much more like 
normal children: 


A Stolting Hand Dynamometer was used for the level of aspiration test. 
First, each child was told to squeeze it as hard as possible and informed that he 
made “50” which roughly represented his strength. Then instructions were 
given in a conversational manner, with demonstrations and blackboard illustra- 
tions to clarify the idea for the deaf, to the following effect: 

We are going to play a game. The object is to guess as high as you think you 
can make. If you make the score you guess, you get that score; but if you make more 
than you guess, you get only the guessed score, so guess as high as you think you 
can mzke. If you don’t make the score you guess, you get 0; so don’t guess more 
than you think you can make. Let's try it. You made “50” last time. What do you 
guess you can make this time? 

In order to account for the factor of fatigue and to provide the same 
experiences of success and failure for all, artificial scores, having the same point 
value relative to each child’s bids, were used and subsequently evaluated for 
reaction to success and failure which supposedly function within a narrow 
range determined by ability (in this case apparent ability). 


Results 


The deaf had much more trouble in adjusting their level of aspiration to 
their apparent ability than the other two groups. Their bids were wild, showing 
an all-or-none type of reaction, and probably indicating lack of understanding of 
the game. Seventy-six percent of their bids in the failure situation and sixty-four 
percent of those in the success situation were too far from the apparent level of 
ability to be considered related. 


The blind appear similar to the normal group in their reactions to success ; 
but, as might be expected from observation, are more sensitive to failure. They 
tended to make rather small adjustments in their bidding, which often followed 
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the immediately antecedent success or failure, and when there were comparatively 
large adjustments, these sometimes seemed to indicate fear of failure. 


In the restructuring by classification experiment, we sought to determine 
how many degrees of social force were needed to encourage a child to change his 
method of classification — restructure the field. There were twenty-five objects 
which could be grouped into five piles of five each according to either form or 
material. In ten trials, using three degrees of social force, only four of the 
deaf children solved the problem. All of the blind and normal children suc- 
ceeded with it, but the blind required more trials than the normal. The deaf 
seemed to be so absorbed in one view of the problem that they were unable to 
see it from another angle. Even emphatic instructions to, “Do it a different 
way,” achieved only a different order of stacking the figures. These results sug- 
gest that in such an activity, the deaf are more rigid than the blind and the 
blind are more rigid than the normal. 


In the Rorschach study, the deaf showed an all-or-none, either-or type of 
reaction to the blot. If they did not immediately perceive something in the 
whole blot, they generally rejected it; and having seen one thing, they relaxed 
in satisfaction. Most of the responses of the deaf were simple, one word 
replies, usually the names of animals, showing little differentiation and sug- 
gesting the ‘magic repetition’ of small children. Apparently the animal 
world of éarly childhood has not yet been displaced by worlds of more varied 
populations for this handicapped group. The language deficiency interferred 
with elaboration, but it appears that the determinants were the simple ones 
usually employed by small children. There are no signs of sensitivity to the 
feelings of others, anxieties or mature emotions but indications of childlike 
directness, aggression and impulsiveness with over-reaction and limited ability 
to handle external stimuli. There is much constriction and restriction in the 
deaf protocols but these children show the capacities and interests to think 
along the same lines as normal people. 


On the whole, it appears that the deaf reacted to the Rorschach as do 
normal children of somewhat lesser age. This strongly suggests that the barrier 
of deafness has partially isolated them from their objective environments leaving 
them a smaller life space than that of normal children and fostering the devel- 
opment of more rigid, less differentiated personalities. 


Additional personality studies of these groups are being made using Dr. 
Twitchell-Allen’s Three Dimensional Apperception Test with the blind; and the 
Three Dimensional Apperception Test, the TAT and a second administration of 
the Rorschach with the deaf. As the analysis is not yet complete, only tentative 
suggestions may be made. 
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The actual life experiences of these children are very limited. Residing in an 
institution most of the year, they are exposed to similar influences. Few of them 
are good readers and hence their ideas of the outside world are based upon 
material presented in classes. History assignments and Sunday School lessons 
are the chief sources of their stories; yet even this rather impersonal material 
provides much information about the individual. Their concepts are childish 
and concrete; but it is apparent that most of these handicapped children are 
slowly assimilating the mores of our culture. 


Few of the deaf group had the maturity and language ability to cope with 
the TAT, but a number of them seemed to have more success with the Three 
Dimensional, since it is more concrete in one sense and on the other hand the 
ambiguous figures may be anything they wish. These children are inclined to 
deal with only one thing at a time and produce stories with simple, definite plots 
devoid of details. Apparently they are more able to pick up objects and place 
them in settings of their own imaginations than to deal with the partially de- 
fined environments of others. The solid quality of the plaster figures, which 
enables the child to handle them, means a great deal to the deaf and is a 
necessity for the blind. The Rorschachs show personality development during 
the past three years and these children, now thirteen to eighteen years of age, 
reveal several signs of adolescent tumult. The records are still constricted but 
indicate growth. 


Implications 


The implications of the findings in these studies are important for edu- 
cational and vocational work with the deaf and the blind because: 


1. If intelligence is a function of (a) the material flexibility of the individual and 
(b) the richness of his environment; and 

2. If rigidity is a positive, monotonous function of the degree of feeblemindedness 
and/or age; and 

3. If the deaf have an I. Q. of 90 and an E. Q. of 68 as compared with 100 for the 
normal population; then: 

4. The explanation of the I. Q. appears to be found in the lack of flexibility of the 
person; and the explanation of the E. Q. appears to be found in the inaccessibility 
of large portions of the environment. 

Therefore: The difference between the I. Q. and the E. Q. would be accounted 
for in terms of isolation. The handicap of deafness has a barrier quality which 
restricts the function of the individual. It interferes with the processes of inter- 
action between the person and his fellowmen, thus partially isolating him within 
a given objective environment. 


The blind also are reported to have lower I. Q.’s and E. Q.’s than the 
normal ; but no exact figures are available for no large surveys have been made. 
The explanation of these differences would be similar to those of the deaf. 
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In this study, the rigidity concomitant with deafness and blindness, which 
is a function of the degree of feeble-mindedness and/or age was partialled out 
by selecting groups of non-feebleminded subjects with mean I. Q.’s of 100. 
It would be interesting to do a similar experiment using deaf and blind with 
mean I. Q.’s average for their groups and compare them with the normal group 
having a mean I. Q. of 100. Such a procedure would indicate more accurately 
the differences between the groups. 


The common emotional reactions of the deaf and the blind are most inter- 
esting. Dembo? found that if you placed a child in a sufficiently constrained 
situation, he displayed outbursts of anger. Both deafness and blindness con- 
strain the individual yet their victims react differently. The deaf child sees a 
toy in the ten cent store, wants it, has no language to express his desire, no 
method of understanding the basis of his mother’s refusal, and no verbal ability 
to express his frustration; therefore he lies on the floor kicking and screaming. 
In contrast, the blind appear to be rather passive children with expressionless 
faces and toneless voices. It is hard to arouse their enthusiasm and only calami- 
ties incite angry outbursts. It is said that if you make a man acutely hungry, he 
fights for food; while, if you slowly starve him, he becomes submissive. Why 
does the barrier of the deaf function as acute hunger while that of the blind 
produces reactions analogous to slow starvation? It may be that the barrier of 
deafness interferes with mental and social interaction and restricts the self 
expression of the individual causing explosive emotional outbursts to occur when 
further constraints are encountered; while the barrier of blindness primarily 
interferes with physical activity and allows emotional energy to drain off gradu- 
ally. This interpretation would emphasize the emotional effects of both the 
qualitative and quantitative factors of isolation. 


All of the data suggest that the deaf and the blind have smaller life spaces 
than the normal, being partially isolated from the objective environments in 
which they live by the barrier qualities of their handicaps; and that they 
therefore develop less differentiated and more rigid personalities. 


2Dembo, Tamara. De drger als dynamisches problem, Psychol. Forsch, 1931, 15, 
44, 
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The Impact of Physical Disability on Social Adjustment 


WILLIAM M. CRUICKSHANK 


Physically handicapped children are essentially the same as their physically 
normal counterparts. It is the thesis of this paper that the adjustive problems 
of the handicapped child in the home and community are no different than those 
of the normal child except (1) in instances where the handicap itself is organi- 
cally irremovable, (2) when the handicap cannot be compensated for by the 
child, or (3) when the handicap functionally stands for something irreparable 
to the child. 

Approaching the problem from a phenomenological frame of reference it 
is seen that the physically handicapped child in his social relationships is, as 
are all children, attempting to insure not his physical organic self, but his 
phenomenal self, the concept of himself of which he is cognizant. Two types 
of problems are to be observed in the handicapped child from this point of view, 
(1) adjustive problems which might occur in the normal developmental progress 
of any individual who is simultaneously striving for expansion of self and for 
the maintenance of the self concept already developed, and (2) adjustive prob- 
lems which are solely resultant from the fact that a physical handicap is inserted 
between the goal and the self desire to achieve such a goal. Such a dichotomy 
is, of course, highly artificial, for no such neatly conceived division ever exists 
in a given personality. However, the failure to recognize the duality of the 
problem accounts for much of the current misunderstanding with reference to 
the handicapped. Frequently all the problems of the handicapped child are 
conceived of by his parents and the community to stem solely from the presence 
of a handicap. Rarely are parents or other adults who have occasion to work 
with the disabled child observed to distinguish between emotional maldevelop- 
ment which is potential in all children and emotional disturbance which is the 
direct result of frustration due to a physical disability. 

Figures 1 and 2 will serve to illustrate the point under consideration. 


Figure 1. 
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Figure 1 shows a non-physically handicapped person (P) attempting to move 
out of an old situation (O.S.) which no longer holds value (—) to him into a 
new situation (N.S.) of social relationship in the family or community sphere 
which has been interpreted in terms of his self concept to have meaning and 
value (++). In the course of this movement to a new life region an insurmount- 
able barrier (B) is developed between the striving personality and the new 
situation. Three possibilities are now open to the child: (1) He may retreat 
away from the barrier and possibly develop a wall of protection around himself 
which will permit his self concept to remain unchallenged. (2) He may escape 


‘entirely from the life space into a region of unreality, or (3) he may, as 


Figure 1 shows, disregard the barrier and develop substitute satisfactions of 
n-number (s.s.1, 2, n) which bring to the personality as much or almost as much 
value (+) as the originally desired goal region. 


The Handicap is the Barrier 


These avenues are not equally open to the handicapped person. In the 
first place the barrier to achievement for the non-handicapped child rarely re- 
mains the same in the attempts of the personality to adjust in different situations. 
For the non-disabled person the barrier may change as the situation and the 
self concept are subject to or have experienced modification. The barrier for 
the handicapped child always remains the same. The handicap is the barrier 
and as such either organically or functionally is always present no matter what 
type of adjustment is demanded or desired. The handicap likewise constitutes 
a barrier regardless of whether or not the environment or the self concept have 
been subject to modification from situation to situation. This is illustrated in 
Figure 2. 

Figure 2 














Figure 2 shows a physically handicapped child attempting to move from an 
old situation (O.S.) which at the moment of movement holds no value to the 
self (—) into a new life space (N.S.) which does hold value (+). The 
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barrier (B) to successful adjustment is the physical handicap — cerebral palsy, 
impaired vision, impaired hearing, progressive muscular distrophy, epilepsy, or 
any other condition — which is irremediable in actuality or which the child 
feels is irremediable. When the normal personality was confronted by the 
barrier in Figure 1, one of his avenues for successful adjustment was that of 
developing substitute satisfactions which contained nearly the same positive 
value as the originally desired new situation. Substitute satisfactions compatable 
to the original goal region are rarely possible to the handicapped child, because 
the same barrier to the original goal region is also a barrier to the development of 
substitute satisfactions of a value (+) equal in any respect to that contained 
in the originally desired new situation. Thus the handicapped individual’s 
personality, in addition to the possibilites of escaping the life space into unreality 
or retreating to protect the self, has the added negative possibility of developing 
substitute satisfactions within the old situation life space. All of these avenues 
have little value (—) to the personality as the behaver conceives his needs. 
Thus a condition of continued frustration frequently is to be observed in the 
handicapped person. 


Syngg and Combs! point out that the “causes of behavior lie completely 
within the phenomenal field of the behaver.” They further state that “this field 
is not open to the direct observation of any outside observer and is not open to 
the introspection of the behaver without a resultant modification of the field. 

” If the individual “changes his purpose he changes his field.” While the 
present writer agrees with these statements wholeheartedly, it must be pointed 
out that a dynamic dilemma is presented to the handicapped person. The handi- 
capped child, because of the presence of a disability, frequently cannot effect a 
modification of the phenomenal field even when introspection is undertaken 
and when change is desired by the behaver. The handicap thus not only con- 
stitutes a physical reality ever to be coped with, but also a perennial psycho- 
logical threat to the self as the child attempts to satisfy his needs within the 
family and the community spheres. The dilemma may be understood from two 
points of view: (1) the point of view of the physically handicapped child’s 
self concept and (2) from the point of the social situation in which the handi- 
capped child lives and is observed. 


With regard to the former frame of reference, little basic research is avail- 
able. Barker, Wright, and Gonick,? in a summary of “Attitudes of the Disabled” 
indicate that the self-concept of the crippled is usually negative. This feeling 


D., and Combs, A. W., Individual Behavior: A New Frame of Reference 
for tu Be ; New York: Harper (Accepted for publication). 

Barker, R. G., Wright, Beatrice A., and Gonick, Mollie R., Adjustment to Physical 
nae and Illness, New York: Social Science Research Council, Bulletin 55, 1946. 
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may be traced to unsuccessful attempts on the part of the handicapped individual 
to cross the barrier between old and new life regions. 


Influence of Social Forces 


Lowman and Seidenfeld* in studying the effects of poliomyelitis on the 
social adjustments of 437 persons found that 39.5 percent of the individuals of an 
employed group and 52.0 percent of the individuals of an unemployed group 
reported between only a “fairly normal” social life and no social life at all. 
Of the same unemployed subjects 46.2 percent indicated that problems relating to 
social popularity, family relationships, health, and fear of lack of future security 
were the most perplexing problems which faced them. Forty-three percent indi- 
cated that getting a job was their most perplexing problem. Among the group 
of employed poliomyelitis subjects 68.4 percent expressed problems of health, 
social and family adjustments, and inferiority feelings to be among the out- 
standing barriers to satisfactory personal adjustment. Insofar as children are 
concerned it has been demonstrated* in a preliminary study that physically 
handicapped children do not accept or reject other disabled children because 
of the obviousness of the defect. A sociometric study of this aspect of the 
problem of social relationships among physically handicapped children shows 
that social acceptance and degree of obviousness of the disability have a co- 
efficient correlation of only .36+.13. The physically handicapped child many 
times apparently functionally feels that his social adjustment and acceptability is 
frustrated by the obviousness of his defect, but this study shows his self concept 
may be unnecessarily restricted. 

The studies referred to here point quite clearly to the basic assumption 
that both functionally and organically the handicap frequently constitutes a bar- 
rier to satisfactory movement of the personality into new life regions. This situ- 
ation is further demonstrated from the protocol of a counseling situation with 
an adolescent boy, a sixteen year old quadriplegic cerebral palsy client.5 


Subject: I just don’t know why the doctors let me live when I was born. I’m 
no use to any one the way I am. 


Counselor: You feel that you are of no value to society and that discourages 
you. 

Subject: Yes, I know what I want to do and I can talk O.K., but every time I 
try to do anything I'm stymied. I can’t walk or even eat without some help. 


3 Lowman, C. L. and Seidenfeld, M. A., “Psychosocial Effects of Poliomyelitis,” 
Journal-of Consulting Psychology, 11:30, 1947. 


4 Cruickshank, W. M. and Medvé, J., “Social Relationships of Physically Handi- 
capped Children,” Journal of Exceptional Children, 14:100, 1948. 


5 Taken from the files of the Laboratory for the Handicapped, Psychological Services 
Center, Syracuse University, Syracuse, New York. 
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Counselor: You feel, because of your physical condition that you can’t do many 
of the things you want to do and you feel frustrated when this happens. 


Subject: It’s worse than that. When I can’t succeed in something and when I 
know I could succeed if I weren’t a C.P. (cerebral palsy), I get more than dis- 
couraged because I’m so helpless. You’re stuck and you hate yourself for being stuck, 


This client represents the problem demonstrated by many handicapped persons 
in their attempt to seek self-satisfactions. The handicap sets into operation a 
vicious circle: the handicap is a barrier to success; frustration results; attempts 
are made to substitute satisfactions for the original activity; the handicap is again 
a barrier; greater frustration results; more activity; more blocking ad infinitum 
until “you hate yourself for being stuck.” One of the most important character- 
istics of human activity is the continuous attempt to find new understandings and 
new meanings which will assist the personality to live more efficiently in achiev- 
ing its goals. It is little wonder that study after study reports greater personal 
maladjustment among handicapped groups of children than among other groups 
when the efforts of the disabled child to find new understanding and new 
meaning in his environment is continually met with frustration resulting from 
an integral part of his self concept, yet a part over which he has no control. 


The results of a current study, now in preparation, are pertinent with 
relation to the point under consideration and to the larger topic of this paper, 
i.e., the impact of physical disability on the adjustment of the handicapped in 
the social group. Snygg and Combs have observed that ‘“‘since the purpose 
of an individual’s behavior is the satisfaction of his own need the phenomenal 
field is usually organized with reference to the behaver’s own phenomenal self.” 
In order to determine the emotional and personal needs of crippled children 
from this point of view the Rath’s Self Portrait-N Test was administered to 
a large group of crippled children between the school grades of four and 
twelve.® The test gives a measure of need in eight different areas: to belong, to 
achieve, to have a feeling of economic security, to be free from feelings of fear, 
to love and be loved, to be free from intense feelings of guilt, to share in 
decision making, and to understand the world. It is interesting to note from 
the preliminary treatment of the data that throughout the different age groups 
there is an expressed need to be free from feelings of fear and a need to be 
free from feelings of guilt. It is also observed that among these crippled chil- 
dren, concomitant with increasing age, there is an increasing need, unfulfilled, 
to share in decision making and for an understanding of the world. 


In this latter situation again can be seen the impact of disability on the 


6 Cruickshank, W. M. and Dolphin, J., ‘A Study of the Emotional Needs of Crip- 
pled Children,” In Preparation. 
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child’s potential for healthy social adjustment and for satisfactory interpersonal 
relationships. The study further shows that throughout the several age groups 
the physically handicapped children express the feeling that their need for love 
and affection is being over met. It will be recalled above it was stated that the 
dilemma of the handicapped child could be understood from the point of view 
of the child’s self concept and from the point of view of the social situation in 
which the child lives. The finding just noted to the effect that society is giving 
too much love and affection to the disabled child, i.e., too much protection, is 
significant in considering the importance of the attitude which society brings to 
the handicapped child. A second vicious circle envelops the child: he is handi- 
capped, society sympathizes, over-protection results, the child feels over-protected 
in terms of what he sees society doing for his non-handicapped friends, he feels 
frustrated. 


The child’s self concept and society’s approach to the handicapped child 
thus frequently are unknowingly in opposition. The importance of this is par- 
ticularly evident, if as has been stated, “all behavior, without exception, is com- 
pletely determined by and pertinent to the phenomenal field of the behaving 
organism.” With basic human needs remaining unsatisfied, these unsatisfied 
needs: become dynamic factors in the phenomenal field of the physical handi- 
capped child and thus become factors which force the child into adjustments 
which are unsatisfactory from his point of view and maladjustive from the 
point of view of society. 
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Body Image Problems of the Brain Damaged Child 


LAURETTA BENDER and ARCHIE SILVER 


“The image of the human body means the picture of our own body which 
we form in our mind . . . the way in which the body appears to ourselves.” 
This gestalt of ourselves has as its matrix a pattern, biologically determined in 
laws of growth and development, and constitutionally limited. This matrix is 
laid down in the developing embryo and patterns a drive for normal develop- 
ment and completion which persists throughout the life of the individual. It 
is the most stable part of the body image. But upon this matrix is added a 
continuous flow of new experiences, of physical sensation and of emotional 
impact, all of which create, develop and continually modify the body image. 
Part of these new experiences arise in the exploration of one’s own body as a 
child and as an adult; through skin, visceral, kinesthetic and special sensory 
impulses, Parts of one’s body assume libidinous values. But many of the new 
experiences are elaborated in relation to the actions and attitudes of others, by 
identification, by emphasis upon particular parts of the body by others; so that 
a social component of body image is added to the individual one. Each new 
experience however, does not act in isolation but is integrated into the nervous 
mechanism and in turn acts to modify, direct and give emotional value to 
further new experiences. This action may appear consciously or below the level 
of awareness. The body image then is not the ‘‘sum total” of perceptions and 
experience but it is the constellation of these experiences into a gestalt of 
ourselves, 

The above concept of body image includes the postural model of the body; 
the plastic schema, ‘‘which modify the impressions produced by incoming sensory 
impulses . . . so that the final impression of position or locality rises into con- 
sciousness charged with a relation to something that has happened before.” 2 
Actually, the postural model of the body is one aspect of the total body image as 
visualized by Schilder. 

Disturbance in body image may be created at various levels of development, 
perception or integration. In its early development, emphasis upon one par- 
ticular part of the body by disease or by the attention of others, creates an in- 
creased psychological value to that part which disturbs the body image. Arnold 
O., for example, had a large umbilical hernia which required much attention 


1Schilder, P. Image and Appearance of the Human Body. London: Kegan Paul, 
5. 
2 Head, H. Studies in Neurology. New York: Oxford University Press, 1920. 


84 








during the first year of his life. Now at the age of five, his drawing of a man 
has as its most prominent feature a large umbillicus. Organic disease resulting in 
the peripheral distortion of body structure, in tonus changes, in sensory changes, 
creates a discrepancy between the established body image and reality. After 
more or less of a struggle the new sensations may be integrated into a new 
schema. On the other hand the organic disease may be so constantly frustrating 
to the individual in his social adjustment and be so foreign to his estab- 
lished body image that it cannot be accepted. Such a problem is seen in Freddie 
M., an eight year old boy who developed a severely spastic gait following a 
measles encephalitis. Fred, when asked, denied that he has trouble with his legs, 
denies there is anything wrong with his legs. When pressed, attempts to 
walk and he says, “See I can walk, I’m superman.” His belief is broken down 
only when his gait actually improves, and he begins to cooperate in the physio- 
therapeutic measures instituted. The converse of this is seen in the phantom 
limb which may persist years after an amputation. Finally disorders of the 
central nervous system, either organic or psychologic may distort the body 
image, creating problems of one’s position in space, the agnosias, allesthesia or 
on a more purely psychologic level, problems of depersonalization, conversion, 
identification. The psychologic implications of the body image concept are 
great. 
; Physical and Social Problems 

This paper will consider the body image problems of brain damaged 
children and the behavioral results of such problems. These causes are im- 
portant because their physical disability is frequently missed, and because given 
the emotional and educational support they need, their prognosis can be good. 
The organic brain conditions of children we are considering include: 1) The 
developmental deviations including the heredo-degenerative diseases with their 
relatively poor prognosis and the developmental lags which carry a favorable 
prognosis, 2) the encephalopathies including inflammatory (virus and pyo- 
genic) encephalitis, burn encephalopathy and the traumatic states, including 
birth injuries. 

Children in the above groups have certain problems in common. Of course 
variations will occur dependent upon the severity and location of the disease, 
the age of the patient at the onset of the disease and his age at time of observa- 
tion. Also the “final career is dependent upon the. personality configuration 
including constitutional endowment, infantile personality factors and the rela- 
tionships within the family and sccial setting.” * But with organic damage there 


3 Bender, Lauretta. “Organic Brain Conditions Producing Behavior Disturbances.” 
In N. D. C. Lewis and B. L. Pacella, (Eds.) Recent Trends in Child Psychiatry. New 
York: International University Press, 1946, pp. 155-192. 
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is a disruption in the patterning of impulses; there are changes in muscle tonus 
creating unequal pulls in one or another direction, thus causing disturbances in 
posture and equilibrium. Postural reflexes become more primitive; there is a 
constant struggle to maintain relation to the world in space with a constant 
grasping, touching, restless seeking. There is a regression in motor pattern 
and a retardation in psychologic maturation. 


Perceptual difficulties arise. These are particularly brought out in tests of 
spacial orientation, of visual and auditory memory, of baragnostic sense. The 
Bender-Gestalt test, dependent upon visual-motor integration is poorly per- 
formed. The inability to integrate the perception of himself into an adequate 
body image is seen in the Goodenough drawing of a man. In accordance with 
the work of Schilder and L. Bender, the drawing of a man is taken as a pro- 
jection of one’s own body image.* In it are reflected the tonus changes, with 
pull in one or the other direction, the desperate effort at maintaining control, 
with even a rigidity of pattern. This poor organization of the body image is 
sometimes reflected in a drawing which may be two years below the mental age 
of the child. 


The child’s response to these problems will depend upon the physical and 
psychological level of maturation reached before the onset of the illness, and 
the emotional support he has to aid him. The first problem created is one of 
equilibrium and tonus; an actual physical need for physical support. The child 
is actually dependent upon his mother, his environment and his reaction is 
clinging and infantile. He must constantly hold on to his mother physically. 
This creates the impression of a child infantilized by an over-solicitous mother 
and efforts are directed at emancipating the child from the mother rather than 
giving the parent the understanding she needs for the child’s continued support. 
This is especially seen in cases of mild developmental lag where there is no 
gross or obvious physical disability. 


Such a case is seen in Stephen A. Stephen is a white Jewish boy, seven 
years and ten months old when referred to the Children’s Psychiatric Service 
of Bellevue Hospital, after having been followed and treated for more than a 
year by a social agency. The agency's referring letter significantly states, ‘‘the 
mother has infantilized the boy and has frequently felt overwhelmed by the 
necessity for coping with his very difficult behavior.” The mother states, ‘He 
is wild, keeps moving all the time. He seems to be jealous of me, demands 
constant attention. He also has trouble in school, especially in reading.” There 
is history of motor difficulty in feeding as an infant and in the coordination of 


4 Bender, Lauretta. Goodenough Test in Chronic Encephalitis in Children. Journal 
of Nervous and Mental Disease, 1940, 91, 277-286. 
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his legs at the age of two, He was “always slow to understand things” and his 
growth and development were generally retarded. School accentuated the pa- 
tient’s difficulties and he became more restless, inattentive and aggressive. On 
the ward, the patient is imitative, aggressive only with the smaller children, 
ingratiating and clinging with adults. 

Physical findings were outstanding and include: a marked facial asymmetry with 
the left side smaller than the right, a slight dragging of the left lower extremity in 
walking, bilateral praxic difficulty, and choreaform movements to the outstretched 
hands. There is an inconstant right-left disorientation, and a fluctuating deep reflex 
difference in the lower extremities. His electroencephalogram is grossly abnormal 
with marked dysrhythmia. Psychometric examination (Stanford-Binet) reveals a 
mental age of 5 years, 7 months with poor motor coordination, spacial orientation 
and memory. His Rorschach responses were general impressions rather than clear 
cut perceptions, and he is confused about the relative position of the parts of his con- 
cepts. There is severe underlying anxiety. His Goodenough drawing of a man is 


bizarre. In it there is a complete lack of proportion with elongated irregular 
extremities. 


This patient represents an organic dysfunction of the central nervous sys- 
tem, on the basis of a developmental lag. He may be said to be a mild form of 
the so-called Little’s disease, so mild that his behavior problems were considered 
primary. Yet his picture is not understood unless his physical disability and the 
problems arising from it are understood, The patient actually needs the 
physical support of the mother and becomes a problem when that support is not 
given to him. Far from being ‘‘infantilized by an over-solicitous mother,” the 
clinging and grasping of the patient is a necessity to him. Compensation for 
this lack may also, under more favorable conditions result in a clowning behavior 
to cover poor performance. When Stephen for example was asked to walk 
slowly across the ward, he would jump, try to skip, and say, “I want to be like 
superman,” or making movements as though shadow boxing say, “I can fight 
Joe Louis.” All of his movements at the same time being performed awkwardly. 
This patient is struggling with a body image concept which with the dyspercep- 
tions created by brain damage, is unclear to him. He struggles to make it clear, to 
define it more exactly by constant contact with the physical world and by 
attempting to identify with others. 


In some cases control is obtained by a rigidity of behavior, but even here 
the impulses are unpatterned and escape the attempts at control. To the parents 
and to the environment, such impulsive action is considered “‘bad,” and a para- 
noid tinge enters into the patient’s thinking. Donald M., for example, is a 
Negro boy, 1014 years old when sent to the Children’s Psychiatric Service by 
the Bureau of Child Guidance of the Board of Education. The referring letter 
states, “he is shy, inattentive, does almost no school work and gives the im- 
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pression of being retarded” (an IQ of 80 was considered minimal). The 
mother complains, ‘He never plays with other children. He seems younger than 
10 years old. He makes too much noise around the house and we constantly 
have to punish him.” At the age of three months, this patient had a bilateral 
otitis media; at one year a right mastoidectomy was done and from that time 
until the age of four there were recurrent attacks of otitis media. His home had 
been intact except for a brief period when the father was in the Navy. Yet on 
the part of the parents, particularly the mother, there is an undercurrent of 
resentment that her child should be so different from the other children, and 
suffer so much by comparison with them. 

On our examination, the patient is a light colored boy, dysplastic in appearance, 
his head flattened occipitally, his ears protuberant and dysymmetrically placed. His 
voice is nasal and infantile. There is nystagmus on lateral gaze, convergence is 
poor in the right eye which shows nystagmoid jerks on convergence. The motility 
is awkward. There is an involuntary tremor to the outstretched hands; and when the 
hands are outstretched he spontaneously turns his head to the right and drops the 
right hand; turning the patient to the left causes a lag of the right upper extremity. 
His electroencephalogram shows a grossly abnormal paroxysmal record. X-rays 
show moderate clouding of the mastoid cells on the right with minimal absorption of 
the inter-cellular walls. Psychologically the patient has a desperate desire to be 
liked. His predominant affect is one of anxiety and insecurity, which he expresses in 
feelings that he is bad and that people think he is bad. There is extreme rigidity and 
compulsiveness to his thinking. His Goodenough is heavy-lined, rigid, compulsive 
and turned toward the right. This patient has a mild diffuse encephalopathy of the 
pyogenic type which had its onset in the first year of life. Again in this case the 
physical disability was not clearly recognized and much needed support was withheld. 


Behavioral Responses 


The above cases illustrate behavioral response to two other problems of 
the brain damaged child: 1) the social factor, the inability to compete or 
identify with the normal child of his own age, the recognition that in some 
way he is different from most children his own age. The consequent frustration 
may result in bewilderment and withdrawal on the one hand to aggressive out- 
bursts directed against one’s self or against the environment on the other; 2) 
the perceptual difficulties; the spacial disorientation, the memory defect, all of 
which lead to learning problems, especially when competing with the normal 
child in school. In these cases of developmental lag and pyogenic encephalopathy, 
the behavior problem is accentuated with the onset of school. With an under- 
standing of the perceptual deficiencies in these behavior problems, special train- 
ing methods, of patterning, of repetition can be instituted.5 


5 Strauss, A. A., and Lehtinen, Laura E. Psychopathology and Education of the Brain 
Injured Child. New York: Grune and Stratton, 1947. 
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Underlining the body image problems of the brain damaged child is a 
constant ebb and flow of anxiety. His “frustration tolerance” is diminished 
and difficulties surmounted wih minimal anxiety by the normal child, release 
in the brain damaged child, an overwhelming flood of anxiety. Panics, autistic 
withdrawal, blind aggression may result. 


The parents, too, as suggested above, have problems created by a brain 
damaged son or daughter. They are frequently subjected to outside criticism 
of “babying” the child. Yet they cannot emancipate the clinging child and they 
become guilt ridden. They are bewildered by the abnormal behavior and actually 
have difficulty in identifying themselves with the body image of their child. 
A clear evaluation of the case, an explanation of its organic basis, a pointing 
out of the physical disability does much to assuage their guilt and gives the 
parents a basis for further cooperation in the total therapeutic situation. 


Under such conditions, studies, particularly in the inflammatory encephalo- 
pathies (except epidemic encephalitis) and the traumatic encephalopathies indi- 
cate that within the limits of the location and severity of the brain damage and 
the constitutional limitations of the child, the prognosis is not universally bad, 
as is commonly believed, but it is encouragingly good. 


Summary: The body image arises from 1) biologic laws of growth, 2) 
integration of new experiences, physical and psychological, arising from one’s 
self and from relationships and attitudes of others, into a gestalt. This image is 
continually modified at various levels of development, perception or of integra- 
tion and may result from either organic or psychologic changes. The body image 
of the brain damaged child is disturbed by tonus pulls, equilibrium problems, 
perceptual and integrative difficulties and social inadequacy. His physical dis- 
ability is very real. It is by recognizing the disability, understanding his body 
image needs and satisfying them, that the prognosis of the brain damaged child 
is improved. 
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The Disabled Child in School 


LEO F. CAIN 


The physically handicapped child has long presented himself as an adjust- 
ment problem in school. Although interest in the disabled has been shown in 
every state through the organization of societies for crippled children, through 
service clubs and other community organizations and through activation of special 
programs by local, county and state educational organizations there is still, in 
many areas, a rejection of such children as shown through lack of facilities for 
special services, actual exclusion of the handicapped from school and lack of 
adequate legislation and financial support. Reports from the United States 
Office of Education! estimate that more than four million children of school 
age need some form of special service which can be provided through the 
schools and that schools are actually supplying such service to not more than 
one-tenth of this large group. 


Educators usually are willing to accept philosophically the idea that dis- 
abled children should have their needs provided for through the school program. 
Published reports of meetings and professional discussions are in high agree- 
ment on the principles which should be basic to a sound program. Martens? 
has summarized a discussion on educational problems held at an annual meeting 
of the National Society for Crippled Children and the principles formulated 
there are representative of those being increasingly accepted as fundamental to a 
sound educational program for handicapped children. In brief they include: 

1. Equal opportunity for learning for disabled children. 

2. Provision of physical and medical services. 

3. Recognition that the public schools are the logical agency for developing an 

educational program for crippled children. 
4. Provision for special programs with opportunity for contacts with normal children. 

5. Meeting of the needs according to the type and degree of disabling conditions 

with adequate provision for the instructional needs of each group. 

While these principles express concern for the disabled child they contain 
many implications which resolve themselves into a pattern of problems. These 
problems cannot be fully discussed here but will be presented as a frame of 
reference around which understandings need to be developed, as issues for 
serious discussion, and as pertinent topics for further research. 


1 Martens, Elise H. Needs of Exceptional Children, U. S. Office of Education Leaflet 
No. 74. Washington: U. S. Government Printing Office, 1944, pp. 2-9. 

2 Martens, Elise H. A Conference on Educational Problems, The Crippled Child, 
Vol. 17, No. 4, 1939, pp. 112-113. 
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The Behaviorial Adjustment of the Disabled. It is essential that the teacher 
and school administrator have a clear understanding of the psychological effects 
of physical handicap if the school is to be a positive factor in the adjustment 
process. Barker, Wright and Gonick® have reported results of research findings 


Their analysis of the literature reveals that physically disabled persons as 
a group are more frequently maladjusted than normal groups and that such 
maladjustment appears in manifold forms ranging from extreme withdrawal to 
extreme aggression which is often accompanied by anxiety, tension and nervous- 
ness, This does not imply, however, the lack of incidence of good adjustment 
resulting from such mechanisms as compensatory behavior, substitute behavior 
or attempts to overlook the incapacity. Such factors as duration and severity 
of the disability, overprotection or rejection in the home and intelligence are 
shown to have low positive correlations with maladjustment. In terms of be- 
haviorial results the nature of the disability is relatively unimportant. 


Diagnosis of Educational Adjustment. A second major problem is con- 
cerned with diagnosis of school adjustment. It is important to obtain an ade- 
quate diagnosis of the educational adjustment which accompanies physical dis- 
ability in order to proceed with a proper program of educational treatment. In 
most cases of severe physical handicap there is no complete cure for the dis- 
ability, and the educational program must be tailored to fit the needs of the 
child affected. 


To do this the schools have relied to a great extent upon psychometric tech- 
niques and have experienced much difficulty in obtaining true test scores. This has 
been particularly true of such groups as the deaf, blind and cerebral palsied, and 
as a result severely handicapped children have often been considered incapable 
of learning. Barker, Wright and Gonick* report that personality tests do not 
differentiate between physically disabled and physically normal persons and the 
results of the studies on intelligence are also inconclusive. 

Modified clinical approaches which can be used by the classroom teachers 
under the direction of trained psychological and educational clinicians seem to 
offer considerable promise. Effective utilization of behavior descriptions, uses 
of the sociogram and projective techniques can add much to the understanding 
of educational adjustment. The studies of Prescott® and his associates have 
set a pattern for resolving this problem, 


3 Barker, Roger G., Wright, Beatrice A., and Gonick, Mollie R. Adjustment to 
Physical Handicap and Illness: A Survey of the Social Psychology of Physique and Dis- 
ability, New York: Social Science Research Council, Bulletin 55, 1946. 
which have important implications for school programs. 

4 Ibid. 

5 Staff of the Division on Child Development and Teacher Personnel. Helping 
Teachers Understand Children, Washington D. C., American Council on Education. 1945. 
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Attitudes of Others Toward Disability. A child who is handicapped may 
be further handicapped because of the social consideration given him by others. 
Others include all members of the community with which he is identified and 
particularly those with whom he has direct contact such as parents, teachers 
and members of his peer group. Research indicates that verbalized attitudes 
toward the disabled tend to be more favorable than unfavorable but Barker, 
Wright and Gonick® present indirect evidence to show that unverbalized atti- 
tudes are more frequently hostile than verbalized ones. It is admittedly difficult 
for the handicapped child to be considered realistically. He is liable to be met 
with dislike, hostility, pity or sympathy. Parents and teachers often fail to make 
an objective analysis of his ability and aptitudes and the guidance and help 
given him is often unrealistic. As a result the child is often put into frustrating 
situations which increase his adjustment problems. There is some evidence 
to show that guilt feelings on the part of parents may result in either overpro- 
tection or rejection of a disabled child. One hypothesis is that widespread 
avoidance of the handicapped is due to beliefs based on unconscious mechanisms 
that individuals are handicapped because they are being punished and that in 
some cases will do evil because they wish to “get even’ for unjust punishment. 
Another presents the idea that normal persons project their own undesirable 
characteristics upon the disabled and thus reject them. Studies made by Wolff? 
and others propose that normal and crippled persons lack empathy which results 
in unfavorable attitudes on the part of the normals. 


If these hypotheses have any validity they point to the fact that the behavior- 
ial patterns which normals express toward the disabled can result in hypercritical 
attitudes, unfavorable comparison with siblings and classmates and hostility 
and ridicule from the peer group. In many instances the child becomes a social 
isolate, and lack of understanding on the part of the child himself of the 
genesis of the attitudes expressed toward him results in further personality prob- 
lems. It is essential therefore that provision be made to help the disabled child 
to gain insights into his own disability and into his personal and social inter- 
relationships with others if adjustment on his part is to be achieved. 


Implications for Action by the School 


The problems discussed give indication of the social responsibility of the 
school if it is to be part of a constructive program aimed at the social and 
economic adjustment of the crippled child. Our educational system is the one 


8 Ibid. 
7 Wolff, W. Expression of Personality: Experimental Depth Psychology, New York: 
Harper & Bros., 1943. 
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institution which our society supports with the idea of helping all its members 
to become self-supporting and contributing rather than dependent. If this 
be true, then the school must be prepared to meet realistically the following 


issues: 


a, 


The school must not deny the benefit of education to any child who can profit 
from the school program. Today many children are excluded from school because 
of physical disability. Practice shows that children who are educable are rejected, 
ignored and misunderstood because of handicaps. Such children if not given the 
benefit of training are destined to become dependent rather than self sufficient 
members of society. In order to do a professional job the school must be pro- 
vided with adequate state legislation and financial support in order to carry out 
its responsibilities to disabled children. 


. The school must insist upon an adequate understanding of the disabled child by 


its personnel. This includes not only special teachers and individuals who deal 
with the child directly but also the administrator, supervisor and the regular 
teacher. These understandings must include some concept of the nature of the 
disabilities, of the attitudes which emerge both on the part of the handicapped 
individual himself, and of those who come in contact with him and of the implica- 
tions in terms of the educational program. The school must also realize that it 
cannot do the job alone and that only with the cooperation and help of pertinent 
professional groups can a professional job be done. 


. The school must adjust its program in order that the disabled child may experience 


success. Here it should be noted that in acquiring the interests of his peer group 
the handicapped child will often lack normal outlets for his physical energies 
and have greater dependence on others in terms of making decisions. Such action 
easily results in the use of his handicap as a crutch for adjustment and because 
of rejection may develop withdrawal patterns which in turn may foster a highly 
egocentric personality. Regardless of the personality which emerges, however, the 
child must be accepted as he is and placed in situations favorable to his learning 
and adjustment. This may mean individual instruction, assignment to a special 
class, or special help within a regular class. The ultimate integration of the 
disabled child in his community is the aim to be accomplished and the means 
to that end must be in terms of the child himself. Therefore, schools should 
consider such methods as segregation in special classes or integration with general 
classes as merely techniques to achieve ultimate aims and not aims in themselves. 
In every instance the program for the handicapped child must be made a part of, 
and not apart from, the total school program. 


The school must consider the part that the attitudes of others play in the adjustment 
of the disabled child. Many agencies within a community show an interest in 
disabled children. The school must do its part in cooperating with these groups 
in working with parents and other interested persons. It is particularly important 
that parents be consulted in regard to placement of children in special classes 
or special programs and that they be given a clear understanding of the purposes 
and benefits of such programs. States such as California which have mandatory 
laws requiring placement of certain deviate groups of children into special classes 
often require parent consultation before placement is made. 
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5. The school must consider its special program as developmental as well as remedial. 
There has been much emphasis in schools on remedial training. This has been 
primarily aimed at making it possible for the educationally retarded child to 
attain grade standards comparable to his age group. The developmental problems 
of the disabled child are different from those of the normal child and demand 
a different kind of curriculum than has been devised for most elementary and 
secondary schools. A curriculum that is simply “easier” in the academic sense 
is not necessarily the answer. Only after careful study of the physical, mental and 
social skills of each child can a school program be organized which will fit both 
developmental and remedial needs. The school must also realize that the mere 
segregation of disabled children into a special class does not necessarily mean 
a special program. Only when such segregation is implemented with necessary 
equipment, services, and trained personnel and when every opportunity is utilized 
for integration with the general school and community activities is a special 
class really functional. 


6. The school must not attempt to shift the total responsibility for the disabled 
child to the special teachers and the clinical services provided. Many children 
with disabling conditions will remain in regular classes. Teachers should be trained 
to be aware of the symptoms which are the signs of present or possible future 
disability and be prepared to make necessary adjustments within the classroom in 
order to help specific children if necessary. Even though a school system may boast 
of a fine program which takes care of the needs of handicapped children there will 
still be many children with mild degrees ot crippling, brain injury, hearing im- 
pairment, vision impairment, and kindred disabilities. These, too, must have help 
and such help must be the responsibility of the regular teacher and the concern 
of the school administrator. 


Any statement which attempts to define the responsibilities of the school 
toward the disabled child in a limited amount of space will be necessarily guilty 
of the sin of omission. The range of possible disability is great and the factors 
affecting each individual case are multiple in nature. No attempt has been made 
here to define any patterns of behavior which present themselves as specific 
school problems. These problems can only be resolved after the school has a 
clear conception of the job to be done in terms of the issues which must be 
met. When this is accomplished we can perhaps be assured that the disabled 
child will receive the educational services to which he is entitled. 








are 
mal 
at 1 
for 
refe 
and 


sen 
is | 
Un 


of 
we 
toc 


the 
Fo 
nol 
bo 





General Semantics and Physical Disability 
SPENCER F. BROWN 


In this brief article I am going to present some of the applications which 
are being made of general semantics in the treatment of psychologic and social 
maladjustment associated with physical disabilities. It will be necessary to assume 
at least a slight familiarity on the part of the reader with some of the fundamental 
formulations of general semantics. The interested but uninformed reader is 
referred to the original elaborate presentation of general semantics by Korzybski ! 
and to the shorter and less weighty works of Hayakawa,” Lee, and Johnson.‘ 


Techniques in General Semantics 


I am familiar with three techniques for the application of general 
semantics to the adjustment problems of patients. The first of these methods 
is the systematic teaching of the “fundamentals” of general semantics. At the 
Univerity of Iowa a number of physically handicapped students have taken 
Dr. Wendell Johnson’s course in general semantics, usually at the suggestion 
of a faculty advisor or a clinician in one of the clinics. Some of these students 
were undergoing a more or less systematic program of rehabilitation — others 
took the course because they or their advisers felt they needed it. 


Only a small fraction of physically handicapped persons is in attendance at 
the few institutions of higher learning that offer courses in general semantics. 
For the rest, the therapist may attempt to teach the patient himself — and this is 
not frequently attempted—or he may suggest that the patient read any of the 
books alluded to earlier. 


In using this method of approach, the patient may be left to make his own 
application of general semantics to his particular problems. Major emphasis is 
placed on an understanding of the theories of general semantics. The student 
is expected to re-evaluate his various problems and maladjustments, from the 
standpoint of general semantics, and to take what action may then seem to be 
appropriate. 


1 Korzybski, A. Science and Sanity. Lancaster, Pa.: Science Press, 1941. 
2 Hayakawa, S. I. Language in Action. New York: Harcourt, Brace, 1941. 
3 Lee, I. J. Language Habits in Human Affairs. New York: Harper, 1941. 


4 Johnson, W. People in Quandaries. New York: 1946; and “The Semantics of 
Maladjustment” in L. A. Pennington, and J. A. Berg, An Introduction to Clinical Psy- 
chology. New York: Ronald Press, 1948. 
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Such a technique might seem to be inefficient; a good deal of what is taught 
is not immediately and obviously applicable to the personality problems of a 
physically disabled person. Further, it might be quite ineffectual; what assur- 
ance is there that the student will locate his most important problems and will 
be able to make a therapeutically adequate application of general semantics to 
them? 


Despite such plausible a priori objections, this technique turns out to be 
eminently worth while. The expected inefficiency of this method is more than 
compensated for by the large number of problems that the patient seems able 
to solve for himself. Further, this training in the theoretical bases of general 
semantics enables the student to solve further problems —or to avoid even 
letting them develop. As for the second objection, that of possible ineffective- 
ness, the patient seems well able to locate his important problems — at least 
those which bother him most. And if the training in general semantics has been 
good, he seems able to use it with satisfactory effect. 


One should carefully stipulate, of course, that this technique, like any 
other therapeutic technique whatsoever, works well only when used in properly 
selected cases. The criteria for case selection would seem to be: (1) intelligence 
of high average classification or above; (2) absence of those personality traits 
which are collectively referred to as “‘psychopathic personality”; (3) sufficient 
time for the patient to receive whatever instruction is to be given. 


It is, of course, desirable to follow the formal training in general semantics 
with a period devoted to making specific applications to problems that beset 
the patient. In the college classroom situation, this is not often possible. But 
detailed discussion by the instructor of the student’s problems is not necessary 
to enable the student to grasp their solution. In some cases in which excellent 
results were secured, the instructor did not know that certain physically disabled 
persons had been advised to take the general semantics course until after it 
was over. The advisers of some of the physically disabled students were not 
well enough trained in general semantics to be able to use it clinically, and 
made no attempt to use its principles in counselling their students. Yet with 
no direct help from either the instructor in the general semantics course or the 
adviser, several physically handicapped persons gained great benefit from the 
course and their own application of it. 


One might say, then, that physically disabled persons with adjustment 
problems should be advised to take formal courses in general semantics if pos- 
sible. But since the last two words eliminate over 99% of the cases needing 
help, such advice at present seems a bit futile. Other methods are going to have 
to be our mainstay. 
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The second technique to be discussed is what might be termed “spot” 
application of general semantics or the use of general semantic principles in 
brief psychotherapy.5 When the patient presents a problem, the therapist selects 
a phase of general semantics which seems to have a direct and obvious appli- 
cation to it. He then sketches the background of the materials he is about to 
present, very briefly he states the matter in a general way; he then proceeds to 
apply this to the patient’s problem and point out the implications for changes 
in behavior. 

Here the therapist must be careful not to attempt too much or to be too 
learned. In most cases, not one but several principles of general semantics will 
be found to apply to the problem in question. It is unwise, however, to refer 
to more than one principle in pointing out a basis for dealing with the problem. 
In this sort of treatment, thorough knowledge of general semantics is not the 
goal. 


Some examples of this kind of application of general semantics may be 
helpful. The first one does not involve a physically disabled person, but it is 
illustrative. A college student of good general ability was having great diff- 
culty with examinations in certain courses. He became so upset that he consulted 
a psychiatrist on the university staff. The psychiatrist discovered that the boy 
was afraid of misinterpreting the questions on the examinations. He began the 
treatment by a discussion of the process of abstracting.® He pointed out that 
the chain of successive abstractions from the process-reality to the verbal infer- 
ence is necessarily unicjue for each person. It follows, then, that a given term 
may be used by different persons to refer to entirely different things. “Maybe 
you do interpret some questions in a different way from that which the pro- 
fessor meant,” he said. “If you have any doubt at all about your interpretation, 
why don’t you give alternative answers? Say, “This question may have such- 
and-such a meaning. In this case, I would answer as follows. Or it may have 
this’ other meaning, in which case I would give this second answer.’ And so on, 
for as many valid interpretations as you find for each question.” This was the 
only advice given, and the entire clinical interview lasted about 45 minutes, most 
of which was occupied by the discussion of the theory on which the advice was 
based. 

Several weeks later the student reported that he had received two A’s on 
examinations and had used the suggested type of answers both times. He had 
lost his anxiety. Further, he was much interested to learn more about general 
semantics since this brief contact with it had proved so helpful. 


5 Cf. Frohman, B. S. Brief Psychotherapy. Lea and Feliger, Philadelphia, 1948. 
®See Korzybski, op. cit., pp. 371-385 interalia; Johnson, op. cit., pp. 143-168; 
Hayakawa, op. cit., pp. 92-102; Lee, op. cit.. pp. 55-66. 


97 











It must be observed that the advice given this boy could have been given 
by a person unacquainted with general semantics, though the theoretical dis- 
cussion would necessarily have been altered or omitted. The advice seems 
very obvious, quite “common sense.” It likely has been given to many persons 
by many clinicians. It seems, however, to be much mote effective when related 
to a general principle. This is not the place to discuss the oft-heard statement 
that “‘there is nothing new in general semantics,” though it is not difficult 
to refute this misconception, which is heard only from those whose acquaintance 
with general semantics is meager. Whether a given suggestion is “new” or 
not, it is much more meaningful when one understands the broad theory from 
which it is derived. 


In another instance, a man who had become deaf in middle life was much 
depressed because, he said, “everyone thinks of me as just a deaf guy.” Some 
time was spent with this patient in discussing Korzybski’s three non-Aristotelian 
premises. (The word is not the object; the word does not symbolize all of the 
object ; language is self-reflexive.) The “extensional devices” were explained — 
indexes, dates, etc., quotes, hyphens. When the patient learned to date and 
index his statements about others, and to realize the error of reacting to labels 
instead of to facts, his adjustment markedly improved. 


The Scope of General Semantics 


Many readers will ask, ‘Do you mean that all maladjustments of physically 
disabled persons are caused by semantic errors?” Or they may ask “Do you 
claim that general semantics will cure everything?” And the questioners will 
expect a yes-or-no answer! 


It would be a disservice to general semantics to claim too much for it. 
It would be, I think, just as great a disservice to understate the results that 
proper application of its principles can achieve. Maladjustment is the result 
of an inadequate or improper evaluation of oneself, one’s environment, the 
relation between self and environment, or any combination of these — usually 
- all three. By the application of general semantics, these misevaluations can be 
eliminated. The physical disability will remain — the bindness or athetosis or 
epilepsy will not disappear when the evaluations are altered. But the reactions 
of the person to his blindness or athetosis will be different. No physical condi- 
tion is a necessary cause of any sort of maladjustment. There are many happy, 
secure, well-adjusting persons who have any given physical “handicap” you 
care to mention. To be sure, there is likely a larger number with the given 
physical condition who are frustrated, insecure, and to a greater or lesser degree 
maladjustive. But the maladjustment clearly is to be stated in terms of evalu- 
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ations — semantic reactions — rather than in terms of degrees of contracture, 
decibels of hearing loss, or diastolic murmurs. 


The use of general semantics in dealing with the adjustment problems of 
the physically disabled does not involve at present any unique application of 
semantic principles. Certain types of problems tend to appear with great regu- 
larity in the handicapped. As Johnson has pointed out, ‘‘the so-called psychology 
of the handicapped is in large measure the psychology of frustration and in- 
security.” 7 By semantic re-education, the frustration and insecurity may be 
replaced by gratification, happiness, and security, in the physically handicapped 
as in any other group. 


It may well be that the frustration and the insecurity of the physically 
handicapped involve semantic reactions of a characteristic sort. This might 
profitably be tested by clinical research; it would be difficult, however, on the 
basis of present data to establish that any mal-reaction pattern found to occur 
regularly in any handicapped group was peculiar to that group; much normative 
research on semantic reactions needs to be done. If it were to be determined 
that certain misevaluations characterize various groups of handicapped persons, 
then rather specific semantic techniques could be worked out for their treat- 
ment. Until such evidence is available, it is obviously in order to apply whatever 
principles of general semantics seem most relevant. 


In all the foregoing, I have been discussing the use of general semantics 
as it is applied to the patient and his re-education. There is a third manner 
in which general semantics can be helpful in dealing with physically handi- 
capped persons — that of its use by the clinician in his thinking about the patient 
and his problems. There may not be time for indoctrinating the patient with 
general semantics. There may be no appropriate opportunity for a ‘‘spot” 
use of one or two principles in a form of brief psychotherapy. But the clinician 
who is thoroughly trained in general semantics uses it regularly, routinely, and 
constantly in his evaluation of every patient. He does not, for example, react 
to a definition — to the patient as a “spastic” or an “epileptic.” Whether the 
particular clinical setting be one of vocational counseling, speech therapy, medical 
diagnosis or whatnot, the clinican regards the patient as a unique individual. 
He studies him to determine his differences from others in the same larger 
group of handicapped persons, and also his similarities to them. In a great many 
other ways the clinician applies general semantics principles in his dealing with 
his patient. Such application may be of great importance to the well-being of 
the patient. Certainly, any clinician who wishes to make any use at all of general 


1 People in Quandaries, p. 371. 
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semantics should begin by applying it rigorously to all his thinking — clinical 
and otherwise. 

Some excellent clinicians who have no training in general semantics may 
be surprised to learn that a given clinical approach or technique is an “‘appli- 
cation of semantics.” Accidental and partial utilization, however, is an inade- 
quate substitute for purposeful and thoroughgoing application of general 
semantics to clinical problems. 


In summary, we may repeat the three methods of use of general semantics 
in dealing with physically disabled persons: (1) formal teaching of general 
semantics to the patient, (2) use of one or more principles from general seman- 
tics as a basis for brief psychotherapy, and (3) as a basis for the orientation 
of the clinician. 











Employment for the Disabled 


Howarp A. Rusk and EuGENE J. TAYLOR 


During the war, the sign “Help Wanted” hung over the employment doors 
of virtually every American industry. With more than 15,000,000 men in uni- 
form, a great deal of the production that accounted for the difference between 
victory and defeat was furnished by the handicapped workers of this nation. 
Industry hired them in great numbers and praised them highly for their efforts. 
The coveted blue Army and Navy flag with the letter ‘“E” in many instances 
could not have been won without the skills of the blind, the hard of hearing, 
the cardiacs, epileptics and others who were physically but not vocationally dis- 
abled. 


Today, unfortunately, in spite of the fact that over 60,000,000 Americans 
are employed, the disabled who were praised by industry and government for 
their efficiency, safety and reliability find their roles reversed. It is they who 
now carry the sign, a sign that still reads “Help Wanted.” It is not charity, 
however, which they seek, but merely a chance. 


Due to the lack of a systematic approach requiring the reporting of cases 
of physical disability to a central agency together with the varying subjective 
interpretations of “what constitutes a disability” both physically and vocation- 
ally, reliable statistics on the extent of physical disability in the United States 
are difficult to find. The National Health Survey of the United States Public 
Health Service based on a population sampling of 800,000 families in 83 cities 
and 23 rural areas of 19 states in 1935, estimated there were some 23,000,000 
persons in this nation handicapped to some extent by disease, accident, maladjust- 
ment or former wars.! That figure has been found conservative when compared 
with smaller, more intensive studies, and has undoubtedly been increased due 
to the war. Not all of this group, however, are vocationally handicapped, but 
government sources have estimated there are from 1,500,000 to 2,000,000 per- 
sons who are in need of rehabilitation training if they are to be employed suc- 
cessfully.2 A considerably larger number are in need of special placement if 
their physical skills and abilities are to be utilized to the maximum. 


Although industry as a whole has discriminated against disabled workers 


1The Magnitude of Chronic Disease Problems in the United States. The National 
Health Survey, 1935-1936. Washington: U. S. Public Health Service, 1938. 


2 Shortley, M. J. Rehabilitation of the Civilian Disabled. Amnals of the American 
Academy of Political and Social Science, 239:102 (May) 1945. 
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because of assumptions that they are less efficient and more accident prone, the 
strongest supporters of the utilization of physically impaired workers have been 
those concerns that have hired large numbers of handicapped workers. The Ford 
Motor Company, for example, has traditionally made it a policy to employ 
disabled workers and has consistently praised their efforts. 


At the height of the war, Ford employed 11,300 impaired persons in the 
huge River Rouge plant alone. Among them were 1,208 persons with serious 
defects in vision, 111 deaf mutes, 135 epileptics, 139 persons with spinal curva- 
tures, 322 with organic heart ailments, and 622 with one or more deformed or 
missing extremities. These persons got jobs not because of their disabilities but 
because of their abilities. Experience proved them to be valuable workers, and 
Ford officials were enthusiastic over their performance on the job. 


This same enthusiasm has been voiced by Caterpillar Tractor Company, 
Western Electric, Bulova Watch Company, Marshall Field, Eastman Kodak 
Company, Lockheed Aircraft Company, Radio Corporation of America, Otis 
Elevator Company, International Business Machines, Goodyear Tire and Rubber 
Company and other large concerns that have had extensive experience with 
large numbers of handicapped workers. Although the great industrial concerns 
have thousands of jobs for handicapped persons, they actually hire but 10 per 
cent of all workers. It is to small industry, commerce and the service trades 
that the great majority of the disabled must turn if they are to be employed. 


Handicapped are Efficient 


Many studies have been made in recent years by government and industry 
on the effectiveness of handicapped workers as compared with the able-bodied. 
Among them is a most comprehensive one recently completed by the Bureau of 
Labor Statistics in cooperation with the Veterans Administration. Not confined 
to veterans alone, data for this study was taken from industry’s own records on 
the work performance of approximately 11,000 impaired workers and 18,000 
matched unimpaired workers subjected to the same job incentives and exposed 
to the same job hazards. As with the other studies, the Bureau of Labor Statistics 
found that handicapped workers properly placed in the right jobs are equally 
efficient, more reliable and less accident-prone than the normal worker. 


In short, the new survey demonstrates that the factors of training, expeti- 
ence, personality, temperament and the other elements that go to make up the 
individual, are the factors that account for the success of anyone on a job. In 


8 The Physically Impaired Worker in Soneiutorieg Industries. Industrial Hazards 
Division, Bureau of Labor Statistics, U. S. Department of Labor. An unpublished manu- 
script, 1947. 
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only two of these factors does the handicapped worker vary from the able-bodied. 
The first of these is his physical disability, which has no effect on his ability to 
perform a task if he is placed selectively on the right job. The second is that 
he has overcompensated skills that he has developed because of his abilities. 
When fingers must do the work of eyes, through experience and training they 
become more sensitive; arm and shoulder muscles doing the work normally 
done by legs, become more powerful. 


Most individuals use less than 10 per cent of their potential efficiencies 
in normal pursuits. It is only in emergencies that we call on our tremendous 
reserves of physical power and ability. In many cases, a worker’s physical 
defect acts as a tremendous stimulus to over-compensation resulting in extraor- 
dinary physical ability. Adler developed a complete system of psychology on 
the basis of inferiority. He believed that the successful, the efficient and the 
aggressive individual was one who was compensating for some inferiority. The 
employer of handicapped workmen is putting that psychology into purposeful 
and gainful application. 


It is wrong, however, to assume that the employment of the handicapped 
automatically produces highly favorable results. Those industries, large and 
small, who have successfully employed impaired workers, have dealt with them 
on equal terms, hiring them not out of sympathy, but on the basis of their 
ability to do the job. The employer who hires disabled people simply because 
he feels sorry for them, is not likely to reap the rewards he may think his 
generosity deserves. 


Many employers shun their responsibilities toward the handicapped by 
saying no jobs exist in their plants for persons with physical disabilities. Ex- 
perience, however, hardly bears out this argument, for it has been found that 
practically every job can be performed by some handicapped person. The Federal 
Office of Vocational Rehabilitation has reported hundreds of amputees who 
are employed as stock clerks, accountants, teachers and machine operators ; blind 
who have shown their abilities as drill press operators, sales clerks and inspectors ; 
arrested tuberculars who are working with good results as stenographers, instru- 
ment repairmen and laboratory technicians; epileptics who are employed as 
draftsmen, electricians and farmers; and persons who are hard of hearing who 
work as carpenters, mechanics and file clerks.5 


4 Adler, A. Understanding Human Nature. New York: Garden City Publishing Co., 
1927. 

5 Efficiency of the Impaired Worker: A Review of Information on the Experience of 
Employers of ey Workers. OVR 33:1:S:1. Rehabilitation Service Series 
No. 1. Washington: Office of Vocational Rehabilitation, June, 1946. 
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We no longer need to think only of jobs as janitors, night watchmen, 
elevator operators and railroad crossing guards when we think of the handi- 
capped. At Lockheed Aircraft, it was possible to place cardiacs in 99 of the 
company’s 353 job classifications. At some Westinghouse Electric Company 
plants, approximately 19 per cent of the jobs can be performed by persons having 
only one leg, 17 per cent by those who use crutches, 83 per cent by men with 
only one eye, and 82 per cent by the deaf. 


Working with various industries, the Cincinnati Occupational Committee 
found 589 persons handicapped with visual, auditory, orthopedic or cardiac 
disabilities employed in 193 different jobs. In an analysis of 6,000 types of 
positions by the United States Civil Service Commission, there were few jobs 
found that could not be filled effectively by handicapped persons. 


Why then, if industry needs workers, if the handicapped can be placed in 
numerous types of jobs, if the handicapped properly placed are safe, reliable, 
efficient workers, must we have a “National Employ the Physically Handi- 
capped Week” each year? Why must thousands of these potentially valuable 
workmen go without jobs? 


The answer is not a simple one. It involves a tremendous need for more 
facilities and trained personnel in medical and vocational rehabilitation, in- 
creased understanding on the part of employers, a greater responsibility on 
the part of medicine to see that the patient discharged from a hospital with a 
residual physical disability is trained to “live and work with what he has left,” 
a clarification to employers of rate-making structures for compensation insurance 
so they will understand insurance rates are not raised by hiring the handi- 
capped, restudy and redirection of the pension system, more complete knowledge 
of the psychological factors in disability, and many other related problems. 


Fortunately, definite progress is being made toward the solution to these 
problems. As with all social evolution, such progress is slow, but today as com- 
pared with but a few years ago, more employers are taking an enlightened atti- 
tude toward employment of the handicapped, more states are establishing ‘‘sec- 
ond injury” funds for handicapped workers totally disabled in industrial 
accidents, medical schools are starting to teach rehabilitation as a responsibility 
of medicine, more rehabilitation programs are being started in general hospitals, 
more communities are establishing rehabilitation centers, and improved tech- 
niques ate being developed for the measuremient of work capacities and func- 
tional skills in daily living. We are still a long way in this nation from furnish- 
ing maximum medical and vocational rehabilitation services to all who are in 
need and of accepting the physically handicapped socially, vocationally and 
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economically on the basis of their abilities rather than their disabilities. Volun- 
tary progress is slow, but progress is being made. 


The British Plan 


In seeking a short cut solution to the inevitable delays of social evolution, 
there are many persons who have advocated that the United States adopt the 
provisions of the Great Britain Disabled Persons (Employment) Act of 1944. 
This Act includes provision for vocational training and industrial rehabilitation 
courses as well as special provisions for the employment in government spon- 
sored, non-profit establishments of persons so seriously disabled as not to be 
eligible for employment under normal circumstances. The essential features 
of the act with respect to qualified disabled persons are: 

1. Registration of all disabled persons in the labor force, both employed and un- 

employed. 

2. Establishment of ‘“‘standard percentage’ quotas and “special percentage” quotas 
of handicapped workers to be employed by different establishments in which the 
total work force consists of a stipulated number of workers. 

3. Reservation of certain types of employment, such as elevator operators and park- 

_ ing lot attendants, exclusively for handicapped persons; and 

4. Provision for job preference for disabled veterans whether or not the disability 
is service-connected. ; 

Although reports reaching this country on the success of the British plan 
are conflicting, and undoubtedly sufficient time has not elapsed for a completely 
objective analysis to be made of its long-range implications, there are many 
persons concerned with rehabilitation and services to the handicapped in this 
country, such as the writers, who believe the British plan represents the wrong 
philosophical approach to the problems of the handicapped of this country. 


The use of compulsory employment quotas in industry and the reservation 
of certain types of employment exclusively for the handicapped, places a premi- 
um on disability rather than ability. The motivation so necessary for rehabilita- 
tion and social readjustment of the handicapped could easily be lost and the 
guarantee of employment might be used as a crutch to impede the process of 
the patient’s improvement or ‘recovery, since it lays no stress upon the healthy 
motivation supplied by personal incentive. 


This is frequently seen in the pension system for both veterans and those 
disabled in industry. Some men fear that if they are rehabilitated to the point of 
employment, their pensions will be stopped or reduced. Because of financial 
insecurity and anxiety, others refuse to submit to elective surgery or treatment 
which might lessen their disabilities. The disabled person “guaranteed” a job 
for life as long as his disability is present in many instances would not be willing 
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to undergo the slow process of medical rehabilitation requiring long periods of 
training. Such a guarantee might well make many physically handicapped per- 
sons psychologically crippled as well. 


If American industry does not voluntarily expand its utilization of the 
impaired worker, it seems inevitable that a plan similar to the British system will 
eventually be adopted. The undesirability of compulsory employment quotas for 
industry as compared with voluntary utilization, however, is apparent. Under 
voluntary selective placement, the special skills and loyalties of disabled workers 
become assets; under compulsory quotas, industry may find that haphazardly 
placed, disinterested handicapped workers are liabilities. 


The danger of setting up compulsory employment quotas for industry is 
also apparent. If legislation establishing quotas for the handicapped were en- 
acted, a precedent would be set for compulsory quotas for any other particular 
group having an aggressive lobby, and a dramatic appeal to the sympathy of 
Congress and the public. The provisions of the compulsory quota system of the 
British plan should not be confused with those of the Fair Employment Practice 
Committee and similar regulatory bodies that made discrimination against par- 
ticular groups illegal. The British system segregates one group from the general 
population by placing their names on a special register and then forcing a private 
concern to hire them on the basis of their disability rather than their ability 
to contribute productively to an enterprise. With rehabilitation and selective 
placement, the handicapped have proved their ability to make such productive 
contributions. 


Today, most handicapped persons seeking employment have two “strikes” 
against them. The first is the lack of facilities where they may rehabilitate and 
retrain themselves, and the second is the false prejudice which many employers 
and the general public hold toward their employment. But the properly moti- 
vated disabled person is not looking for four balls and a free trip to first base. 
‘He simply wants a chance to take his cut at the ball on the same basis as the 
non-handicapped, and if he makes a hit, to get around the bases in his own way — 
in a wheelchair, on crutches, or by feeling his way with a white cane. 


The two strikes, however, cannot be removed by giving to handicapped 
persons the economic crutch of compulsory employment based on disability rather 
than ability. The answer in the United States lies, not in legislation providing 
special employment privileges, but in opportunity which enables disabled per- 
sons to compete on an equal basis with the able-bodied. That opportunity can 
come only through rehabilitation of the individual and the understanding and co- 
operation of industry and the general public. 
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A Fair Employment Act for the Disabled 
LEE MEYERSON 


There is general agreement that socially useful employment resulting in 
economic self-sufficiency is one of the most potent personal and social needs 
in our culture. It is also generally agreed that disabled persons are often dis- 
criminated against vocationally and that they have far greater difficulty in satis- 
fying these needs than non-disabled persons. Experience in the tight labor 
market during the war, when the U. S. Employment Service placed 230 per cent 
more disabled employees in 1943 than in 1940, is strong evidence that numer- 
ous employable disabled persons ordinarily cannot find employment. It is a 
matter of common knowledge that in both Federal and private rehabilitation 
agencies, placement of qualified trainees is often a more difficult problem than 
rehabilitation per se. 


This problem is not unique in the United States, but other nations, notably 
Great Britain and the USSR, are attacking the problem in ways that rehabilita- 
tion workers in the United States are reluctant to consider. 


Rehabilitation in Great Britain 


In Great Britain, the Disabled Persons (Employment) Act of 1944! pro- 
vides for a comprehensive program for persons with mental or physical dis- 
abilities. The provisions range from simple vocational rehabilitation to “indus- 
trial rehabilitation” involving physical medicine and physical training. Place- 
ment problems were solved by establishing a standard employment quota ot 
2 per cent, raised in 1946 to 3 per cent, for every business with over 20 em- 
ployees. Certain occupations were reserved for the disabled, and arrangements 
were also made for state supported self-employment and sheltered workshops. 


All of these services are provided without fee, trainees receive a main- 
tenance allowance, traveling expenses, and support for dependents; and all of 
it is given without prejudice to disability pensions. 


It should not be thought that this was a solution forcefully imposed by a 
socialistic government. The compulsory system developed gradually after at- 
tempting the placement of disabled servicemen of World War I. It was during 
the administration of Mr. MacDonald that the groundwork for a better system 


1Disabled Persons (Employment) Act, 1944. 7 & 8 Geo. 6 Ch. 10. London: 
H. M. Stationery Office. 
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was laid, and legislation requiring the employment of disabled persons became 
law while Mr. Churchill was Prime Minister. The British Employers’ Confedera- 
tion, and the Trades Union Congress were consulted in drafting the bill and in 
establishing standard quotas, and it appears that both groups welcomed the new 
system. 


The Act itself does not appear unreasonable. Disabled persons who refuse 
training and those with “habitual bad character” are not included under its 
provisions. Employers are not required to reorganize their working forces but 
may make the change “when vacancies occur.” They are not required to accept 
unqualified persons; they may hire others if no disabled person is available who 
can meet the requirements of the job; and they may discharge for cause. 


Whether such legislation is undesirable favoritism as Dr. Rusk thinks, or 
simply allows the disabled to compete on more nearly equal terms, with resulting 
great social benefits, as Dr. Barker claims, is a matter of opinion. 


Employment Problems in The United States 


It does appear, however, that American employers do discriminate against 
disabled applicants regardless of their competence. Despite the records of some 
large corporations who, conceivably, may employ disabled persons, at least in 
part, for public relations purposes; as late as 1933 only 25 per cent of the 600 
largest employers in the United States claimed that they did not discriminate 
between, disabled and non-disabled applicants.? 

A qualified disabled person can be, and often is, refused employment with- 
out any explanation or justification on the part of the employer. The “chance” 
that the handicapped seek seems to be difficult to get in normal times and almost 
impossible of achievement in times of depression. 

Various reasons have been suggested for this state of affairs. Granted equal 
productivity of the handicapped after selective placement, it has been suggested 
that the disabled are less flexible vocationally, cannot meet the demands of ap- 
prenticeship, require special arrangements in placement, receive special treat- 
ment from employers, are often not eligible for advancement, are resented by 
non-disabled employees, and are objected to by customers. On the other hand, 
it has been suggested that the handicapped may be more efficient in certain 
specialized positions, are more conscientious, raise morale, build good will for 
the company, and that, in fact, industrial specialization has created more 
jobs for disabled persons than there are disabled. 





2 White House Conference on Child Health and Protection. The Handicapped Child. 
Report of the Committee on the Physically and Mentally Handicapped. Vol. IVB. New 
York: Century, 1933. 
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Many of the objections to the physically handicapped appear to be similar to 
those stated for cultural and racial minority groups. Regardless of the “real” 
reasons for discrimination, however, the social psychological problem is that 
discrimination against the disabled exists in private industry. 


It is not contended that what is feasible for England with its extensive, com- 
pulsory social security system, is desirable for the United States. At the same 
time there is no reason to believe that the voluntary schemes that have failed in 
the past are likely to succeed now. 


A Possible Solution 


There is, however, another possibility for which there is precedent and 
which is in line with established American concepts of fair play. It may offer 
at least a partial solution. 


During the war, the FEPC prohibited vocational discrimination against 
certain minority groups. The social effect of this legislation was so favorable that 
four states, Connecticut, Massachusetts, New Jersey, and New York, have al- 
ready adopted fair employment laws. These laws prohibit discrimination 
against a person on the grounds of race, creed, color or national origin. It is 
specified that justice must be observed in employment, dismissal, upgrading, 
downgrading, wages and working conditions. There is machinery for enforce- 
ment and penalties for violations are provided. 


A national law of this type which applied to the physically handicapped as 
well as to other minority groups would be a powerful, positive force in solving 
the difficult placement problem, There would be no compulsion to employ, 
but there would be a penalty against willful discrimination against qualified 
applicants. Rehabilitation personnel would be relieved of the tremendous task 
of “selling” their clients, and could return to their primary task of rehabilitating. 
It is conceivable that penalties would never have to be imposed, for public 
opinion alone would tend to bring violators into line. 


The Federal Government has already bound itself in Public Law 617, 
80th Congress, to refrain from discrimination against the disabled. The law 
reads: “No person shall be discriminated against in any case because of any 


3 Knowing the difficulties of placement, this discrimination apparently carries over 
even to governmental rehabilitation organizations. Some highly intelligent blind men 
claim Vocational Rehabilitation will train them only for manual labor or clerical jobs. 
That there is some truth in this is seen from the philosophy of the chief of vocational 
rehabilitation services for the blind who states as a basic principle: ‘Seek only jobs that 
require manual dexterity, reasonable intelligence, and at which blindness is not a bar to 
normal production.” J. Clunk in Helga Lende (Ed.) What of the Blind. New York: 
American Foundation for the Blind, 1938. 
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physical handicap, . . . with respect to any position the duties of which, in the 
opinion of the Civil Service Commission may be efficiently performed. . . .” 

If legislation of this type were expanded to include all private industry, 
if it provided penalties for non-observance, and set up the machinery for in- 
vestigation and enforcement; it would be a relatively simple, socially desir- 
able, and psychologically sound solution for a pressing problem. 











Social Action for the Disabled 


LEE MEYERSON 


While only a few of the many complex and challenging social psycho- 
logical problems of physical disability have been touched upon in this issue, and 
the papers presented have been on widely different levels of conceptualization, 
certain practical and theoretical implications for social action for the disabled 
appear to be justified. 


1. Physical disability is socially neutral. Although physique has established 
social meanings and places a person in prescribed social psychological positions, 
what is considered defective varies tremendously from culture to culture. Social 
positions ranging from pariah to prestige status are possible for the disabled 
in different cultures and in the same culture at different times. Our attitudes 
toward disability appear to be culture bound. 


2. Physical disability is psychologically neutral. In our culture physical 
handicap tends to produce maladjustment, but it does not require it. Atypical 
physique may lead to a wide range of adjustments which appear to depend 
on other than physical factors. There is nothing intrinsic in any disability that 
requires specific kinds of psychological behavior. Much of the behavior con- 
sidered typical of the disabled is not a function of the person but a function 
of the situation. The situations experienced by the handicapped are often 
conflict situations which, if experienced by anyone, would tend to result in the 
same sorts of behavior exhibited by the disabled. 


3. Physical disability is social psychologically negative. The social psy- 
chologically disabling effects of physical disability rest upon the highly negative 
values assigned to certain atypical physiques in our culture. It is predominantly 
a social phenomenon and can be remedied by social action. 


A. Some of the ways in which adjustment to disability may be facilitated 
are the following: - 
1. Reduction of under privileged social position, e.g., providing specific 
employment rights for adults and preventing segregation of children. 
2. Reduction of marginality, e.g., by defining the limits of freedom 
' and clarifying the boundaries between what is possible and what 
is not possible. Acceptance of the disability by the person and of 
the person by others. 


3. Changing the meaning and value of atypical physique, e.g., from 
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“not as good” to “‘different;” from physique as the self to physique 
as a tool to be used by the self. 

4. Specific clinical techniques include participation in deeper relation- 
ships where there is opportunity for the disabled person to be 
known as a person, counselling, exposure to success experiences, 
opportunity for release of hostility or conversion to socially accept- 
able forms, opportunity to form realistic evaluations and obtain 
release from emotional attachments to unobtainable goals. In chil- 
dren, play, accepting, non-overprotecting or rejecting parents, and a 
democratically oriented school are potent. 


Some Basic Problems 

The study of the social psychology of physical disability is important 

in its own right and requires research of the highest quality if we are to find 
working solutions for a pressing social and psychological problem, but it also 
has highly significant implications for the study of basic psychological prob- 
lems. These problems might be stated as follows: 1) How can we make phy- 
sical characteristics psychologically meaningful; and 2) How can we discover 
general laws that will fit individual cases and enable accurate predictions to 
be made? Physical disability offers a useful testing ground for these problems, 
and research here is likely to contribute to their solution. 
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in Vienna, Lecturer at the Psychological Institute, Sao Paulo, Brazil, and Visit- 
ing Professor at the University of Rio de Janeiro. An associate of Alfred Adler, 
Dr. Dreikurs is editor of the Individual Psychology Bulletin, the journal of 
Adlerians in America. 

Gloria Ladieu has been a member of the research staff of the OSRD and 
War Department, investigation of the Social Psychological Rehabilitation of 
the Physically Handicapped for the past three years. Previously she taught at 
Mount Holyoke. 

Dan Adler is now at San Francisc> State College. In 1939 he was a Fellow 
of the General Education Board, and in 1945 he worked on the Manhattan 
Project. Dr. Adler has taught at Rochester and Oregon. 

Tamara Dembo, of the Graduate Faculty of the New School for Social 
Research, received her Ph.D. from the University of Berlin in 1930. The com- 
pletion of her monograph, Adjustment to Misfortune: A study in social-emo- 
tional relationships between injured and non-injured people (with Gloria Ladieu 
and Beatrice A. Wright) for the Army Medical Research and Development Board 
marks another milestone in the long list of her influential publications. 


Thomas D. Cutsforth, a clinical psychologist, has not engaged in work for 
the blind, although his interest in psychological aspects of blindness is of long 
duration. His doctoral work at the University of Kansas was done in tactual 
perception, and a large part of his published work is in the field of perception 
in tie blind. Under grants from the Social Science Research Council and the 
Carnegie Corporation, he wrote a social psychology of the blind, The Blind in 
School and Society. Having been blind himself since the age of eleven, he has 
a lifetime of observation and personal experience upon which to draw. 


Helton McAndrew is a Clinical Psychologist for the McGuire Veterans 
Administration Hospital, Richmond, Virginia. His contribution is based in part 
upon his doctoral dissertation, “The Relation of Some Physical Factors to 
Rigidity.” 

William M. Cruickshank is an associate professor of education and director 
of special education in the School of Education, Syracuse University. He is a 
contributing editor to the Journal of Exceptional Children, a member of the board 
of directors of the International Council for Exceptional Children and chairman 
of the New York State Planning Council for the Exceptional. 
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Lauretta Bender received her M.D. from the University of Iowa in 1926. 
She is Senior Psychiatrist at Bellevue Hospital and Associate Professor of Psychi- 
atry at New York University College of Medicine. 


Archie Silver, formerly Fellow in Psychiatry at New York University Col- 
lege of Medicine, is a Psychiatrist at Bellevue Hospital. He received his M.D. 
in 1940, 

Leo F. Cain is Professor of Education and Director of the program for 
handicapped children at San Francisco State College. Before the war he taught 
at San Jose State College, the University of Maryland, and the University of 
Oklahoma and for several years he was in charge of the education and training 
program at the National Training School for Boys in Washington, D. C. During 
the war he served as education and training officer in the Corrective Services 
Division of the Bureau of Naval Personnel. 


Spencer F, Brown received his Ph.D. in psychology from the University 
of Iowa in 1937, and his M.D. from the University of Minnesota in 1946. He 
taught at the University of Maine, Ohio State University, Western Michigan 
College, and the University of Minnesota and also served with the Army 
Medical Corps before accepting his present position as Associate Professor 
of Speech at the University of Iowa. Dr. Brown is Vice-President of the Ameri- 
can Speech and Hearing Association and Associate Editor of the Journal of 
Speech and Hearing Disorders. 


Howard A. Rusk, M.D., is Professor and Chairman of the Department of 
Rehabilitation and Physical Medicine, New York University College of Medi- 
cine, and Consultant in Rehabilitation to the Secretariat of the United Nations, 
the Veterans Administration, and the New York City Department of Hospitals. 
He is also an Associate Editor of the New York Times. During the war he re- 
ceived the Distinguished Service Medal for his work as Chief of the Army Air 
Forces Convalescent-Rehabilitation Program. 


Eugene ]. Taylor, is an Instructor in Rehabilitation and Physical Medicine 
at New York University College of Medicine, a member of the editorial staff 
of the New York Times, and Consultant in Rehabilitation to the Veterans 
Administration. He was a member of the Advisory Committee to the Bureau of 
Labor Statistics on the Impaired Workers Study, and received the Legion of 
Merit during the war for his work as Chief of the Educational Branch of the 
Army Air Forces Convalescent-Rehabilitation Program. 
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THE SOCIETY FOR THE PSYCHOLOGICAL STUDY OF 
SOCIAL ISSUES ANNOUNCES TWO AWARDS 


I. Tae Epwarp L. Bernays INterGroup RELATIONS AWARD For 
THE YEAR 1948-49 

ll. Tae Epwarp L. Bernays INTERNATIONAL TENSIONS AWARD 
FOR THE YEAR 1949-50 


I 


Tae Epwarp L. Bernays Inrercrour Retations Awarp, a $1,000 U.S. Gov- 
ernment Bond, will be presented to the individual or group contributing the 
best action-related research on some aspect of the problem of improving relations 
between groups within the United States. 


All research published or completed during 1948 and 1949 will be eligible for 
consideration. Manuscripts reporting such completed research, but which 
have not yet been published, are also eligible. All reports in duplicate must 
be received by the chairman of the committee of judges, all social scientists, by 
July 1, 1949. The chairman of the committee of judges is Dr. GORDON 
ALLPORT, Department of Social Relations, Harvard University, Cambridge, 
Massachusetts. 


bit 

Tue Epwarp L. Bernays INTERNATIONAL TENSIONS AWARD, a $1,000 U.S. Gov- 
ernment Bond, will be presented to the individual or group contributing the 
best action-related research on some aspect of the problem of reducing inter- 
national tensions in relations between nations. 

All research published or completed during 1949-50 will be eligible for con- 
sideration. Manuscripts reporting such completed research, but which have 
not yet been published, are also eligible. All reports in duplicate must be 
-. by the chairman of the committee of judges, all social scientists, by 

uly 1x, 1950. 

The chairman of the committee of judges is Dr. ROBERT MACLEOD, Chair- 
man, Department of Pysychology, Cornell University, Ithaca, New York. 


ALL INQUIRIES FOR INFORMATION concerning the two awards should 
be addressed to Ronald Lippitt, President, Society for the Pyschological Study 
of Social Issues, Research Center for Group Dynamics, University of Michigan, 
Ann Arbor, Michigan. 


The two awards have been made possible by a gift to the Society for the 
Psychological Study of Social Issues by one of its members, Eowarp L. Berways, 
counsel on public relations of New York. 




















